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PARTI
PERSONAL STUDY PROGRAMME PROPOSAL
i
PERSONAL STUDY PROGRAMME PROPOSAL 
Psych D in Clinical Psychology Conversion Programme
Name: Su Ross 
Registration Date: 21.4.98 
Reg.No. 3721248
1. OVERALL AIMS AND OBJECTIVES
Overall Aim: To obtain greater professional competence in order to enhance the 
contribution of Clinical Psychology to mental health care.
Overall Objective: To produce a portfolio of study, practice and research that will 
demonstrate increased competence and understanding in each of the designated areas.
2. ACADEMIC
2.1 Aims - To increase academic competence in two specialist areas of
Clinical Psychology to develop the services offered by the
department. To use wider knowledge to improve clinical 
competence and practice.
To share increased knowledge with members of the 
Cognitive Behaviour Therapy (CBT) team and other 
professionals.
2.2 Objectives - To complete two academic reviews as follows:-
1) An Overview of Individualised Cognitive Behaviour Therapy Interventions for 
Relapse Prevention in Bipolar Affective Disorder.
2) A Cognitive Overview of the Role of Imagery in Social Phobia.
2.3 Rationale - Both pieces of work are driven by personal interest in these
areas and by on-going departmental development.
i) Recent developments in work with psychosis (e.g., Smith & Tarrier, 1992; 
Chadwick & Birchwood, 1996) have applied CBT principles to working with 
psychotic disorders. This work is now being extended to bipolar affective disorder. 
Cognitive processes are implicated in the maintenance of bipolar affective disorder 
(Healy & Williams, 1989) but a cognitive model has not been fully developed. Work 
to date has focused on symptom management, relapse prevention and modification of 
beliefs about illness and factors that maintain it (Scott, 1996). The review of CBT 
interventions for bipolar disorder offers an opportunity to examine the literature in 
more depth, drawing out themes and difficulties which would need to be addressed 
before reaching a comprehensive psychological understanding of bipolar affective 
disorder.
ii) Clark and Wells (1995) model of social phobia outlines the interplay between 
cognitive, affective, somatic and behavioural changes associated with this disorder. 
Central to social phobia is the view of oneself in the eyes of others. Research suggests 
that people with social phobia have a more negative and distorted view/image of self 
and their capabilities as viewed from an external position (Hackmann, Surawy & 
Clark, 1998). This is the view/image that they fear others may also have of them, 
which perpetuates their anxiety in social situations. Specific work on the role of 
imagery in initiating and maintaining social phobia is limited. Reviewing the literature 
offers an opportunity to delineate this information and think about how this could 
usefully be applied in clinical practice.
2.4 Plan - To review and read as widely as possible on these subjects
and also to attend relevant training events.
To adhere to a realistic time-scale for completion of these 
reviews.
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3. CLINICAL/PROFESSIONAL
3.1 Aims To demonstrate professional competence.
To enhance professional competence by critical reflection 
on practice.
3.2 Objective To provide research project for inclusion in thesis.
To document post-qualification experiences/ training in a 
Curriculum Vitae (C.V.).
To overview current clinical and managerial duties 
undertaken in my current position in the form of a ‘Job 
Description’.
To overview the development, establishment and initial 
evaluation of Clinical Psychology’s part in the Chronic 
Lower Back Pain Service.
3.3 Rationale - To provide an overview of my professional and clinical
development since qualifying.
Local primary care funded services have recently recruited Clinical Psychology input 
into a pain management programme for patients with chronic lower back pain. Clinical 
Psychology involvement has been evaluated to examine its efficacy within this new 
service. This review will describe the role of Clinical Psychology in the pain 
management service. It will also focus on service specification, delivery and 
evaluation of the interventions offered.
3.4 Plan - To outline Clinical Psychology input into the chronic lower
back pain service.
To outline the service development, specification, and 
evaluation process.
To detail the group intervention.
To overview initial evaluations of the service.
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4. RESERACH
4.1 Aims - To increase research competence and contribute to service
developments.
4.2 Objectives - Research will focus on an examination of the cognitive
aspects of bipolar affective disorder as folio ws:-
i) Examination of beliefs/assumptions that patients with bipolar affective disorder 
hold about themselves and others.
ii) Types of beliefs to be studied are: evaluative beliefs, self-esteem, locus of control, 
dysfunctional assumptions and social comparison.
iii) Beliefs will be studied cross-sectionally and longitudinally in order to determine 
stability and change in bipolar affective disorder.
iv) The relationship between anxiety and mood state will be examined.
v) Examination of beliefs of people with bipolar disorder when euthymie compared 
to non-psychiatric controls.
4.3 Rationale (
Psychological research to date on bipolar affective disorder has been limited but initial 
findings suggest the importance of cognitive variables. Self-esteem has emerged as a 
crucial factor (Winters and Neale, 1985). Work with psychosis on self-esteem and 
attribution (Bentall, 1996) has offered an in-road into how cognitive concepts could be 
applied to bipolar affective disorder. Neale (1988) hypothesises that it is unstable/ 
variable self-esteem coupled with unrealistic expectations for success or achievement 
that predisposes people to a bipolar illness. Mania acts to keep distressing cognitions 
out of consciousness so stabilising self-esteem. The aim of the research portfolio is to 
give an overview of the descriptive profile of bipolar affective disorder in each of the 
associated mood states; depression, mania and euthymia, including details of the 
course of mood (i.e., stability and change over time). The relationship between mood 
state, self-esteem and other cognitive concepts will also be examined. Anxiety, and its 
relationship to mood, will be examined as this is commonly reported as a comorbid
difficulty in bipolar disorder (Chen & Dilsaver, 1985). A comparison of patients who 
are euthymie and non-psychiatric controls will help investigate the cognitive profile of 
people with bipolar affective disorder when euthymie.
4.4 Plan
i) A selection of measures will be administered to patients with bipolar affective 
disorder (diagnosis will have been confirmed by Psychiatry). A matched control 
group will be used to examine beliefs associated with euthymia.
ii) Measures proposed are: - Hospital Anxiety and Depression Scale
- Internal State Scale
- Evaluative Belief Scale
- Multi-Dimensional Health Locus of Control Scale
- Dysfunctional Attitude Scale
- Rosenberg Self-Esteem Scale
- Social Comparison Scale
Data from these questionnaires will be analysed over time to look for correlations 
between measures of symptomatology and measures of attribution. The initial part of 
the course will focus on data collection. Analysis and write up will take place 
following this.
5. PORTFOLIO : Contents of the portfolio will be as follows: -
1. Personal Study Programme Proposal, C.V. & Job Description
2. Academic Reviews
3. Professional Dossier
4. Research Dossier
Signed: (Course Participant)
Signed:.............................................................(Course Tutor)
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Psychology. Includes offering placements in Adult Mental Health and specialist 
placements in Cognitive Behaviour Therapy and training on Bipolar Disorder. 
Four Specialist CBT/Bipolar Affective Disorder Placements offered in last 3 years.
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Disorders Service and liaison with professionals referring into the clinic re. 
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The service was the first local primary care funded initiative to be established by 
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- Responsible for setting up the service from scratch and employing Assistant 
Psychologists to the service.
- Offered assessment and treatment of patients with CLBP, in an individual and 
group setting from a CBT perspective.
- Responsible for implementing and maintaining evaluation of the service and 
reporting back to Primary Care Group fund-holders.
- Training, liaison and consultation offered to local Primary Care Groups and other 
associated professionals.
- Supervision and management of Assistant Psychologist.
Bipolar Disorder Service (1995 -  Ongoing)
- Individual and Group work (planned) for service users with Bipolar Disorder on 
Self-Management and impact, meaning and coping with Bipolar illness.
- Training and consultancy with staff working with this client group.
- Evaluation of the outcome of therapy interventions and of training programmes run 
for staff.
- Coordination of service delivery for Bipolar patients within the locality.
- Involved in the Manic Depression Fellowship Self Management training and 
research programme (affiliated with Oxford University). Includes teaching, 
training and inputting into service provision for service users who have attended 
the self-management programmes.
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Clinical Psychologist. Adult Mental Health. 
Chichester NHS Trust
(Sept 1993 -  July 1994)
Provision of Clinical Psychology Services to a Locality Mental Health Team.
Involved in assessment and treatment of individuals with a wide range of 
psychological problems from a CBT perspective. Treatment was provided via 
individual or group work. Training, consultation and supervision was offered to the 
team and to other local health professionals.
Clinical Psychologist. Adult Mental Health (Oct 1991 -  Sept 1993)
South Tees NHS Trust
Provision of Clinical Psychology Services to a Locality Mental Health Team.
Established a new Clinical Psychology service to a previously unprovided for 
locality. Included service planning and provision to a wide range of patients with 
mental health problems. Supervision, training and consultation offered to the team 
and other local health professionals. Set up Primary Care Clinics in local GP 
practices to develop relationships between psychology and primary care. 
Coordinated the evaluation of the new service for the psychology department and the 
team.
RESEARCH
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Patients and of a Relatives’ Support Scheme.
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Ross, S. & Morris, R.G. (1988).
Psychological Adjustment of the Spouses of Aphasie Stroke Patients’. 
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WEST HAMPSHIRE MENTAL HEALTH TRUST 
MENTAL HEALTH AND LEARNING DISABILITIES 
CLINICAL PSYCHOLOGY DEPARTMENT
JOB:
GRADE:
SERVICE CONDITIONS: 
BASE:
ACCOUNTABLE TO: 
QUALIFICATIONS:
JOB SUMMARY:
JOB PURPOSE:
JOB PURPOSE:
JOB DESCRIPTION
B Grade Clinical Psychologist 
Pay Scale Code SSNP
As laid down by West Hampshire Mental Health Trust
Bay Tree House and Department of Psychiatry
Head of Adult Mental Health Clinical Psychology, OOP
BPS recognised postgraduate qualification in clinical psychology
-To develop and direct a service for people with Bipolar Disorder. 
This service is to include cognitive therapy practice, research, 
and training.
- To be the lead Clinical Psychologist within Psychological 
Therapies Service and to oversee the service level agreement 
between Clinical Psychology and Psychological Therapies 
service.
- To provide clinical psychology services to the Central Locality 
Mental Health Team.
Bipolar Service and Central LMHT
- To develop and direct a Cognitive Behaviour Therapy service 
for people with Bipolar Disorders.
- To produce and submit for publication research on aspects of 
cognitive models and therapies for Bipolar Disorder.
- To develop and provide training to other staff in psychological, 
especially cognitive behavioural, approaches to understanding 
and supporting people with Bipolar Disorder.
- To provide a range of clinical psychology services to staff and 
service users of the Central Locality Mental Health Team (to 
include assessments, formulations, individual and group therapy, 
consultation and supervision to Local Mental Health Team staff).
Psychological Therapies Service
- To ensure that Clinical Psychology Department meets with 
service level agreements with the Psychological Therapies 
Service.
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- T o  attend the Management Steering Group within the 
Psychological Therapies Service.
- To attend other relevant meetings within the Psychological 
Therapies Service.
- To be responsible for service development within the 
Psychological Therapies Service.
- To provide psychological assessments and formulations to 
patients.
- To provide individual or group based interventions for service 
users.
To identify psychological needs, to inform risk assessments 
and to inform overall care planning for service users of the 
Psychological Therapies Service.
- To advise and be involved in audit and research of Clinical 
Psychology provision through the Psychological Therapies 
Service.
JOB PURPOSE General
- To attend Clinical Psychology Department meetings, away 
days, and continued professional development events.
- To follow BPS guidelines and good practice of Clinical 
Psychology.
- To offer placements for trainees on the University of 
Southampton Doctorate in Clinical Psychology course.
- To provide teaching and supervision to the newly established 
MSC in Cognitive Behavioural Therapy for Severe Mental Health 
Problems based within the University of Southampton.
-T o  maintain continued professional development
Allocation of sessions
The breakdown of sessions for the post is likely to be as follows:
4  sessions to the Psychological Therapies Service (one of these should be made available for 
attending Clinical Psychology meetings, conducting research, and continued professional 
development).
4  sessions to the Central Locality Mental Health Team (one of these for attendance at a team 
meeting and supporting Local Mental Health Team staff through consultation and supervision, 2 
sessions for direct clinical services for people with Bipolar Disorder, and 1 session for research, 
continued professional development, and liaison with Clinical Psychology Department).
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1. INTRODUCTION
1.1 Overview
Research into the psychological processes involved in Bipolar Disorder (BD) has 
so far been limited. Much of the available literature has centred on medical or 
psychoanalytical explanations of the disorder (Winters & Neale, 1985; Barker, 
1994). Theories explaining the onset of mania have ranged from chemical 
imbalance, sleep deprivation, genetic/familial trends, to environmental and 
intrapersonal factors (Wehr, Sack & Rosenthal, 1987; Goodwin & Jamison, 
1990).
The predominance of medical models and interventions has meant psychological 
factors and therapies have been slow to evolve (Prien & Potter, 1990). However, 
medication works for only between 25-50% of individuals and even then it does 
not always prevent relapse (Lam, Bright, Jones, Hayward, Schuck, Chisholm & 
Sham, 2000). Cognitive Behaviour Therapy (CBT) relapse prevention 
interventions have been successfully applied to schizophrenia and chronic 
depression (Kingdon & Turkington, 1991; Thase, Bowler & Hardin, 1991). 
Much of the research to date has been limited, with the exception of a few of 
randomised control trials. However, there is increasing evidence that CBT may 
help with bipolar relapse (Scott, 1996). Research into attitudes towards illness 
and barriers to relapse prevention highlight particular CBT strategies to 
implement. A treatment package is evolving which will include medication and 
therapy (individual, group and family) (George, 1998). Service models and 
methods of delivery will develop from and around this.
The following review overviews individualised CBT relapse prevention 
interventions for BD. The specifics of this type of intervention and outcome 
evidence will be examined. Studies have been flawed by poor design, low 
numbers, confounding variables, such as co-morbid difficulties and high relapse 
rates leading to dropout. Early indications of work with BD are promising, 
highlighting areas for CBT application. Future focus must be on more
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randomised control trials, differentiating the specific and non-specific benefits of 
CBT with this client group.
1.2 Bipolar Affective Disorder
A typical bipolar picture is one of abrupt shifts between emotional and 
psychological states (Lyon, Startup & Bentall, 1999). Most diagnostic manuals 
recognise four of these states - depressive episodes, periods of remission or no 
symptomatology, manic episodes and mixed manic-depressive episodes. Times 
between episodes are variable and there is a proportion of patients that move very 
rapidly between states (i.e., rapid cycling) (Silverstone & Romans-Clarkson, 
1989). Figure 1 outlines the most frequently reported symptoms of BD.
Bipolar affective disorder is by nature a chronic, relapsing and enduring condition 
that requires early detection and intervention (Perry, Tarrier & Morriss, 1995). 
Compliance with medical regimens can be problematic so alternatives to medical 
management have become increasingly necessary. The extreme adverse psycho­
social effects of the. illness and the high risk of self-harm involved means a 
number of treatment avenues have begun to be explored (Palmer, Williams & 
Adams, 1995). Scott (1995) estimated that an adult developing BD in their mid- 
20’s effectively loses nine years of life, 12 years of normal health and 14 years of 
work activity. Between 25-50% of people with BD attempt suicide at least once 
and between 10-15% are successful in completion (Goodwin & Jamison, 1990). 
Bipolar disorder represents a significant health risk, which has major implications 
for service provision and resources.
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Figure 1: Bipolar Affective Disorder Symptom List
(Smith & Tarrier, 1992)
_________ SYMPTOMS_________
_______Low in energy/tired_______
Feeling emotionally high
__________ Feeling sad______ ___
______Ideas flowing too fast______
______ Afraid of going crazy______
_________ Poor appetite__________
 Difficulty concentrating____
______ Senses seem sharper_______
_________More talkative_________
________ Feeling anxious_________
 Low in self-confidence______
________ Feeling creative________
Feeling irritable
 Stronger interest in sex_____
______Feeling very religious______
______ Visual hallucinations______
_________Worrying a lot_________
______ Energetic/very active______
Don’t feel like seeing people 
Can’t seem to get to sleep 
Spending more money freely
______ Being uncooperative______
Neglecting hygiene and appearance
 Feeling in another world_____
Thinking my thoughts are controlled 
Can’t get up in the morning
 Lots of aches and pains_____
_______ Feeling very guilty_______
 Having bizarre thoughts_____
______ Thinking about death______
 Hearing hallucinations______
Being uninhibited or outrageous 
Feeling strong or powerful
_______ Low interest in sex_______
 Can’t face normal tasks_____
 Feeling very important_____
 Don’t need much sleep_____
Nothing seems enjoyable 
Involved in too many projects 
Thinking of suicide_______
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2. COGNITIVE BEHAVIOURAL INTERVENTIONS FOR BIPOLAR 
DISORDER
2.1 Overview
Alternative individualised psychological treatments for preventing relapse have 
begun to be explored. Many studies have been published without appropriate 
methodological support, control groups or blind evaluation of results. Studies 
have also used anecdotal descriptions of procedures that are difficult to 
extrapolate (Colom, Vieta, Martinez, Joquera & Castro, 1998). Interventions 
include; early signs (prodromal) monitoring with a view to relapse prevention and 
more general CBT methods aimed at understanding and managing the illness 
(Scott, 1996). All of these interventions are grounded in the cognitive model of 
working collaboratively with the patient and sharing information on their illness 
to engage them in the change process. As yet no comprehensive cognitive model 
of BD has been established. Cognitive factors need to be integrated into a broader 
medical and social framework. Figure 2 represents an overview of a model for 
BD (Scott, 1998). Underlying cognitive processes, such as schemata (super- 
ordinate cognitive structures which organise information in relation to self and 
’ others that feed and are fed by lower level cognitive processes) in bipolar disorder 
are still relatively unknown. Exploring these may help patients deal more 
effectively with the highs and the lows associated with their illness (Healy & 
Williams, 1989; Scott, 1996; Lyon et al., 1999). Mood has been shown to play a 
role in the organisation of self-schema. Ongoing problems with mood can affect 
cognitive processing style resulting in a more organised self-schema that may be 
biased in the direction of mood (e.g., ongoing depression can result in more 
experience of a depressed processing style which can reinforce associated 
schemata) (Johnson & Magaro, 1987). Research has also indicated the prevalence 
of personality disorders in about 50% of BD (Peselow, Sanfilipo & Fleve, 1995). 
Application of schema-focussed CBT (e.g., Young & Klosko, 1993) to BD may 
be a next step in the empirical exploration of BD profiling and treatment. Most 
studies to date have targeted illness management rather than defining the 
underlying mechanisms involved in BD.
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Figure 2: Model of Bipolar Disorder (Scott, 1998)
Mood Shift 
(Manic or 
Depressed)
Biological Symptoms 
(particularly sleep)
Experience Stress
Psychosocial Problems
Changes in Thoughts 
and Feelings
Changes in Behaviour
Changes in Psycho-Social
Functioning
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The cornerstone to any psychological or psychosocial intervention for BD is 
education. Education refers to giving the patient theoretical, emotional and 
practical information about their disorder, which is one of the fundamentals of a 
cognitive collaborative intervention (Colom et al., 1998). Figure 3 outlines the 
main aims of psychoeducative treatment for people with bipolar disorder. 
Education is also the key to recognising prodromes of the illness, medication 
compliance, and reducing the risk of intrafamilial breakdown as a result of illness 
(Greenberger and Padesky, 1995). Prodromes are early warning signs of the onset 
of a disorder. Birchwood, Smith, MacMillan, Hogg, Prasad, Harvey and Bering 
(1989) originally worked with psychotic patients to help recognise the patient’s 
characteristic prodromal symptoms. This helps predict occurrences of the 
disorder to allow earlier and hopefully more effective treatment (Molnar, Feeney 
& Fava, 1988). The development of standardised interviews have shown that on 
average most bipolar patients have prodromal periods of two to four weeks before 
relapse of depression or mania. This is sufficient time to allow intervention (Perry 
et al., 1995).
Most CBT interventions rely on self-monitoring which involves the use of charts 
or daily records to review thoughts, symptoms and behavioural processes. Self­
regulation, behavioural planning and checking cognition seems to increase mood 
stability and enhances self-efficacy (Scott, 1995). Giving the patient and/or 
family verbal, visual or written information about the disorder, their prognosis 
and available treatment approaches is vital in helping to facilitate adjustment at 
the earliest opportunity (Scott, 1996). Involving the patient helps engender a 
sense of responsibility and control over their illness (George, 1998).
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Figure 3: Aims of Psychoeducative Treatment for
Bipolar Patients (Colom et al., 1998)
■ Providing information, assistance, insight and support to the 
patient and his family.
■ Enhancing illness awareness and destigmatization
■ Preventing or mitigating recurrences
■ Enhancing treatment compliance
■ Avoiding drug abuse
■ Identifying relapse symptoms
■ Stress management
■ Enhancing knowledge and coping of psychosocial 
consequences of past and future episodes
■ Preventing suicidal behaviour
■ Improving interpersonal and social interepisodic functioning
■ Coping with subsyndromal, residual symptoms, and 
impairment
■ Increasing well-being and quality of life
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2.2 Identifying and Monitoring Prodromes
A limited number of studies have identified and worked with prodromes. Most 
studies have been retrospective which can undermine the accuracy of prodromal 
recall.
Molnar et al. (1988) investigated affective prodromes in 20 clinically stable 
patients with BD, to determine whether duration and symptoms of the prodromes 
in successive episodes of the same polarity are consistent. Patients were asked to 
estimate the length of each bipolar episode and the duration of the prodrome and 
associated symptoms. This was corroborated by reviewing clinic charts and 
asking family members for their accounts. Seven of the patients were also re­
interviewed three months later to test for reliability of account over time. Molnar 
et al. (1988) aimed to establish the idiographic nature of prodromes and as such 
used an open-ended interview to elicit symptom profiles for each patient.
They found a similarity in prodromes preceding each episode of illness, with 
affective episodes beginning according to consistent sequences. It was also 
reported that the manic prodrome was significantly longer than the depressive 
prodrome, but that there was wide inter-individual variation and the symptoms 
experienced showed consistency within the same polarity. Unfortunately, the 
study did not differentiate between manic or depressive episodes prior to 
commencement of the study and recall of prodromal symptoms may have been 
coloured by recency effects. Retrospective methods of data collection were 
acknowledged but Molnar et al. (1988) claimed predictive validity. They did not 
differentiate between early, middle and late warning signs and the length of 
illness episode was estimated. On this basis differentiating symptoms of illness 
from prodromal ones would have been complicated, particularly as no comment 
was made about the rapidity of cycling of the patients interviewed.
Molnar et al.’s (1988) finding of intra-individual consistency in prodromal signs 
was replicated in a subsequent study by Smith and Tarrier (1992) of 20 people 
with BD recruited via a self-help organisation. The study had a broad aim of 
reporting on the prodromal symptoms associated with BD using a combination of 
semi-structured interviews and a 40-item symptom checklist to elicit symptoms
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experienced. Participants were asked about the idiosyncratic profile of their 
symptoms, to rate symptom strength and a time-sequence of prodromes using a 
card-sort exercise, in the hope of facilitating interventions at specific stages. They 
compared the prodromal period with euthymia (remission) as a within-subject 
control.
Smith and Tarrier (1992) found that 75% of patients were able to detect a manic 
prodrome compared to 85% a depressive prodrome and most patients could 
identify a time sequence to their prodromes. A wide range of prodromes were 
identified. Like Molnar et al.’s (1988) findings the depressive prodrome was 
found to be, on average, shorter than the manic one and the range and duration of 
depressive prodromes was extended when compared to the manic ones. Smith 
and Tarrier (1992) also differentiated whether previous episodes were manic or 
depressive demonstrating awareness of recency effects. Problems with the study 
were that recall was again retrospective based on episodes from several years 
previous and generalisablity is undermined by the small sample size. Participants 
were recruited via self-help organisations (the Manic Depression Fellowship) 
which may have resulted in sample bias as these groups are often more aware of 
their condition than others might be. They also acknowledged difficulties in 
identifying when a prodrome stops and the illness begins. However, they felt 
participants were able to delineate this in the main which could help target 
medical or psychological interventions.
Lam and Wong (1997) carried out a cross-sectional study of 40 BD patients 
using a semi-structured interview about their prodromes of depression and mania, 
their coping strategies, their level of insight and level of social functioning. Their 
aim was to gather information about the effect of insight and patient’s 
spontaneous strategies for coping with prodromes on their social functioning. No 
checklist of prodromes was used as spontaneous reporting of prodromes was 
preferred. The study’s strengths included; improved definition of what constitutes 
a prodrome, more systematic recording and rating of prodromes and looking at 
clinical implications for prodrome identification. Lam and Wong (1997) also 
separated out cognitive, affective and behavioural prodromes in a way previous 
studies had not. Each author independently rated whether subjects were ‘good’ or
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‘poor’ copers with prodromes on a 0-6 scale. A rather long and contusing 
explanation as to what constitutes a ‘good’ versus a ‘poor’ coper was given, 
which centred on the use of CBT strategies. Strategies, such as engaging in 
problem-solving, distraction or reality-testing, were seen as signs of ‘good’ 
coping. This is based on the diathesis-stress model of BD (Healy & Williams,
1989) where those that are biologically vulnerable to this condition need to 
develop coping strategies and reduce triggers, such as stress, to help them more 
effectively manage their illness. Lam and Wong’s (1997) study was tighter on 
inter-rater reliability of measurement of prodromes than previous ones and 
attempted to look at the relationship between prodrome identification and coping 
with BD.
Results showed that mania prodromes were easier to establish and were more 
consistently reported than depressive ones, and were similar to previous studies. 
In the mania group behavioural techniques for coping (e.g., pacing and limited 
goal setting) were most associated with good coping and cognitive (e.g., distract 
myself from negative thoughts) and behavioural techniques in the depression 
group. Good copers spontaneously used CBT strategies, such as those mentioned 
above. Poorer coping was more associated with using non-CBT strategies, such 
as staying in bed or doing nothing. Participants who reported that they could not 
detect prodromes of depression functioned at a significantly lower level as judged 
by the Social Performance Schedule (SPS, Hurry, Sturt, Bebbington & Tennant, 
1983). Non detection of prodromes in depression was associated with poorer 
coping. Insight correlated with how well people coped with prodromes and 
impacted positively on their social functioning, especially in mania. Lam and 
Wong (1997) suggested that recognising prodromes and applying CBT coping 
strategies at an earlier stage helps minimise the potential impact that BD can have 
on social functioning.
However, the study was confounded by a lack of clear definition as to what 
constitutes ‘coping’. Measure of social functioning was based on the participant’s 
own report via the SPS, which may not always be accurate and would be assumed 
to be influenced by mood. The cross-sectional nature of the study does not allow 
for comment on how coping with prodromes can affect functioning over time.
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A further study by Perry et al. (1995) looked at prodrome monitoring and 
intervention in a single case study. The therapist worked with the patient to 
collaboratively identify their prodromal pattern and insight into this using a 
combination of semi-structured interviews, patient mood and prodrome charts 
filled in over time, questionnaires, rating scales and card-sort exercises. The aim 
was to establish an idiosyncratic action plan for the patient based on what is 
known to happen to them leading up to illness and when they can most 
effectively apply management strategies. This was successfully undertaken with 
the patient described and an action plan put in place to manage future relapse. Six 
months after completing this the patient had remained stable and had been 
without an episode during a previously vulnerable time.
Whilst this study does not have the statistical power of other studies (e.g., Lam & 
Wong, 1997) it does explore the specifics of prodrome monitoring and more 
clearly defines the notion of the ‘relapse signature’ (idiosyncratic prodrome 
profile) that is the first stage of any CBT intervention for BD. Perry et al. (1995) 
also detail the use of other cognitive tools, such as mood diaries or charting, to 
help gather data over time on mood fluctuation and early warning signs. This gets 
away from the retrospective nature of prodrome identification as used in other 
studies. Further monitoring of the implementation of coping strategies around 
prodromes allows the patient to refine their relapse plan. The study unfortunately 
makes no reference to the stage of illness the person is in when prodromes were 
being elicited, which is a weakness, but the longitudinal nature of prodrome 
tracking will help elucidate mood shifts, severity and impact over time in relation 
to prodromes.
In summary, it appears individuals experience similar prodromes prior to each 
episode of illness in a relatively consistent sequence. The clinical implications of 
this means that it allows a person to plan and implement a series of coping 
strategies to help manage their illness at various stages. On the whole manic 
prodromes appear easier to identify than depressive ones. Ability to detect 
prodromes facilitates coping and social functioning. The overall difficulty in 
monitoring prodromes lies in the determination of the acute phase of the illness 
(Scott, Stanton, Garland & Ferrier, 2000). Another arbitrary decision relates to
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the time-span investigated when trying to highlight prodromes retrospectively and 
in trying to use them to predict relapse. What are the key prodromes of an acute 
onset? There is a problem in trying to differentiate prodromal from residual 
symptoms. Prodromal diaries tailored to the individual patient may also help with 
this, as many prodromes are milder or subtler than those identified in rating scales 
(Fava & Kellner, 1991). Unfortunately, other kinds of symptoms or problems 
with comorbid disorders (e.g., personality disorders or substance abuse) may also 
confound monitoring prodromes (Scott, 1996). Firstly, premorbid neurotic or 
personality traits may become more pronounced during times of stress. Secondly, 
bipolar patients undergoing treatment may still experience subclinical 
fluctuations, which are unrelated to prodromes. Careful psychometric assessment 
and observation before recovery may help delineate premorbid and residual 
factors.
2.3 Relapse Prevention/Monitoring
Two-thirds to three-quarters of patients admitted with manic illness will suffer at 
least one relapse requiring hospital admission (Goodwin & Jamison, 1984). The 
frequency of relapse increases with the number of previous episodes so 
addressing relapse is essential in working with BD (Silverstone & Romans- 
Clarkson, 1989). Results from animal models of mood and behaviour change 
have been used to explain why the time between episodes of relapse appears to 
diminish the longer the disorder continues (Ahmed & Morris, 1997) (Figure 4). 
Identifying personal factors that render individuals vulnerable to relapse e.g., 
personality styles, beliefs, stressful situations, are important to add to the relapse 
plan. Understanding the personal meaning of events that triggered previous 
episodes of illness and identifying ‘high risk behaviours’ associated with relapse 
are also necessary (Bauer, Crits-Cristoph, Ball, Dewees, McAllister, Alahi, 
Cacciola & Whybrow, 1991). Minimising the impact of relapse by discouraging 
impulsive actions is crucial (e.g., ‘the 48 hour delay rule’ - waiting for 48 hours 
before going ahead with an action) (Newman & Beck, 1992). Using problem 
solving skills to trouble-shoot stressors and enhance coping can be beneficial 
which can help deal with any new situation as it arises (George, 1998).
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Figure 4: Mechanisms Derived from Animal 
Models to Explain the Shorter Time 
Between Relapses Longitudinally 
in Some Bipolar Disorder Patients
(Ahmed & Morris, 1997)
Kindling -  refers to the development of focal 
electrical seizure in response to repeated 
intermittent electrical stimulation of the brain 
with insufficient current. The seizure takes the 
form of mood disturbance rather than an 
epileptic seizure. Gradually, there is neuronal 
damage.
Behavioural Sensitisation -  refers to an
increasing behavioural responsivity to
repeated, intermittent application of
psychomotor stimulants, with evidence of 
involvement of conditioning to the environment.
* Both kindling and behavioural sensitisation could result 
in affective relapses becoming progressively more easily 
triggered by the same circumstances. Eventually, no 
triggers are required, and hypomanie or depressive 
relapses occur spontaneously.
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Tracking adjustment over time is important in predicting the likelihood of 
relapse. Social adjustment following illness is a good indicator of relapse (Staner, 
Tracy, Dramaix, Genevrois, Vanderelst, Vilane, Bauwens, Pardoen & 
Mendlewicz, 1997). Psychosocial factors can be as important as patient 
characteristics in determining the likelihood of subsequent episodes of bipolar 
disorder. Differences in features of mania, psychotic or otherwise, may have an 
impact on relapse too. Patients with mood-incongruent psychotic features are 
more prone to relapse and as such relapse plans may need to be tailored 
accordingly (Miklowitz, 1992).
Continued monitoring and relapse planning over time is necessary to ensure 
maintenance. There are no definite predictors of the future course of bipolar 
disorder (Tohen, Watemaux & Tsuang, 1990) but developing an idiosyncratic 
relapse plan or ‘signature’ for each individual can help reduce the likelihood of 
future illness episodes. Identifying high-risk situations or possible triggers are 
also key (George, 1998). The idea of a ‘relapse drill’ or planned set of strategies 
around relapse management worked through ahead of time is crucial to minimise 
disruption in this plan when the real event occurs.
As with prodromal monitoring, it is often difficult to distinguish between residual 
and early signs of relapse (Fava & Kellner, 1991). There are studies that look at 
the efficacy of teaching patients CBT relapse prevention strategies. Scott (1996) 
offered a case study applying CBT to BD over 28 sessions with follow-up at 18 
months. She worked with the client on her relapse profile and developed coping 
strategies around this, highlighting specific phases in her intervention based 
around patient goals. Her intervention included engagement and socialisation, 
education and activity regulation, enhancing compliance for medical and non­
medical treatment of BD, family involvement in treatment and relapse planning. 
Little specific information was given about time scales or about what had been 
the most efficacious part of treatment and no objective measures were offered in 
the write-up, so specific critique is difficult. However, it was reported at follow- 
up that the patient had been using CBT strategies successfully to manage her 
illness, had had no further episodes and was compliant with medication. Scott
(1996) acknowledged that it was still early days in the application of CBT to this
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condition and that randomised control trials were needed to establish the short 
and long-term benefits of the use of CBT.
There are a couple of randomised control trials in this area. Perry, Tarrier, 
Morriss, McCarthy & Limb (1999) used a single blind randomised design with 
matching on four baseline variables on a relatively large sample of 69 BD 
patients. They compared a seven to twelve session CBT intervention teaching 
patients about relapse in conjunction with routine care against routine care alone. 
After assessment patients were randomly allocated to one condition. Allocation 
was based on four stratification factors - age, sex, prescription of lithium and 
presence/absence of a carer. Patients in both groups were assessed with 
standardised psychiatric and social care functioning interviews at baseline, six, 12 
and 18 months after randomisation. They gave a tight definition of relapse and 
drew on a variety of personal and professional contacts to check for signs of 
relapse, separating out manic from depressive relapses.
Perry et al. (1999) found that the experimental condition was effective in 
reducing manic but not depressive relapse, as manic prodromes were felt to be 
more distinct and responded more quickly to treatment. There were significant 
improvements in overall social functioning and employment in the experimental 
group compared with the control group at 18 months after baseline assessment. 
Social functioning improved as confidence in managing relapse increased, which 
supports the outcomes of previous prodromal studies (e.g., Lam & Wong, 1997).
On a positive note this study had large numbers, appeared to be representative of 
patients with BD and reflected typical patterns of expected manic and depressive 
relapse ratios. The use of a variety of methods to access information (e.g., card 
sorts of symptoms and checklist) will have aided elucidation of relapse 
symptoms, as described in the above section. The study also separated warning 
and action stages which is not always done but is key to relapse management.
However, periods of relapse may have been overlooked as points of follow-up 
were spread and some patients disengaged as time went on. The fact that this was 
a long-term study (three years) has benefits in terms of increased likelihood of 
relapse to practice CBT interventions but extended periods can also lead to a
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loosening of application. A research psychologist with ‘little clinical experience’ 
carried out the assessment. This may have affected the accuracy of eliciting 
symptoms and putting in place plans, which requires skill even for an experienced 
therapist. Relapse interviews were initiated if the doctor said they had relapsed 
which may not have always been accurate or patient led. Patients were also self- 
selecting in terms of opting in to the study in the first place which may reflect 
motivation to self-manage and their willingness to engage and use relapse plans. 
It was also not possible to be sure of how many patients in the control group were 
using some form of prodrome monitoring or relapse management of their own as 
this was not explored in the study and may have confounded the outcome.
Lam et al. (2000) compared randomised allocation of BD patients to a CBT group 
for relapse management with ‘treatment as usual’ (i.e., routine outpatient 
appointments and multidisciplinary team input as needed). Numbers in this study 
were smaller (25) with 12 treatment subjects receiving 12-20 sessions of CBT 
input for relapse prevention over six months. Patients were assessed using a 
variety of rating scales and questionnaires, including self-report and interview 
measures, repeating these at six and 12-month follow-up. They were clear about 
what constituted a CBT intervention, which was outlined in terms of specific 
interventions applied at key stages! Other CBT studies have not always been so 
specific. Lam et al.’s (2000) therapists were qualified at least six years and all 
interventions were taped and supervised.
The CBT group had significantly fewer bipolar episodes, higher social 
functioning and better coping strategies for prodromes at the end of the 12-month 
follow-up. There was also less fluctuation in symptoms of mania or depression, 
less hopelessness and better medication compliance, where improvements were 
not due to changes in medication. Medication was in fact reduced in the treatment 
group six months after intervention. The sample used had a high number of 
previous episodes and had high levels of social functioning impairment. This 
perhaps adds more weight to the effectiveness of the CBT intervention in that it 
succeeded with a fairly complex group. Again prodromes of depression were seen 
as more difficult to detect and manage, with relapse planning working better for 
manic episodes. The researchers themselves pointed out three significant
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shortcomings of their study. Firstly, there was no control for increased 
professional contact in the therapy group. Beneficial outcome may have been 
influenced by increased attention. Findings were consistent with CBT skill 
acquisition as gains were maintained beyond therapy contact. Secondly, the raters 
were not blind to the participant’s group status, but blind rating is difficult 
particularly by experienced therapists. Thirdly, medication was not controlled for, 
though evidence was presented that undermined the possible impact this would 
have on outcome.
Relapse prevention appears to be particularly effective in reducing manic 
episodes, possibly because these are easier to identify and can respond to 
treatment more readily than depressive ones. Working on relapse can help 
improve social functioning by reducing the number of episodes of illness and 
facilitating more effective coping. Improvements to address the non-specific 
impact of an intervention and standardise what constitutes a CBT intervention, 
how it is measured and who should deliver it would help. Similarly, separating 
out exactly which variables are the most important and in which phase of the 
disorder would be of great benefit clinically. Scott et al. (2000) suggests that 
teaching people early warning signs prevents full-scale escalation into mania 
rather than being preventative of mania onset. Longer-term maintenance sessions 
of CBT may also to sustain improvements beyond the active phase of treatment 
(Scott et al., 2000).
3. OVERVIEW AND CONCLUSIONS
Cognitive Behaviour Therapy interventions clearly have a role to play in 
facilitating relapse prevention in BD. Identifying and working with prodromes 
appears particularly helpful in the manic phase, where prodromes seem more 
distinct and easier to establish. There appears to be an intra-individual pattern to 
prodromes that are consistent over time and tracking these can help the clinician 
and the patient develop an understanding of their personal profile and the time 
sequence in which they occur. This should improve patient’s confidence in 
relapse management, which in turn will help target intervention.
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Insight into their illness and relapse pattern also helps patients cope with 
prodromes, which seems to improve social functioning. Insight and psychological 
functioning can vary enormously depending on phase of illness. Separating 
biological and psychological factors and the degree to which they are 
interdependent is enormously complex but would be usefully undertaken in the 
future (Healy & Williams, 1988). Defining what is meant by ‘coping’ and what 
constitutes a CBT strategy still needs fine-tuning, as this is not consistent across 
studies (Kahn, 1990). However, it does appear that ‘coping’ directly impacts on 
level of social functioning for the individual. Overall, it is hoped this will lead to 
fewer bipolar episodes over time and less fluctuation in mood more generally. 
This can help reduce hopelessness and improve medication compliance. There 
appears to be tentative evidence to support this. The aim of a CBT intervention 
should be to collaboratively work with the individual to elucidate their 
idiosyncratic ‘relapse signature’ to allow a management plan to be developed 
around this.
Future research must focus on prospective data collection and longitudinal 
follow-up to fully delineate what specifically influences relapse management of 
this debilitating illness. Retrospective studies are prone to search for explanations 
after the fact, an ‘effort after meaning’ scenario (Kennedy, Thompson, Stancer, 
Roy & Persad, 1983). To counter this retrospective studies should employ 
observer-rated instruments for the patients, their friends and family. Such 
instruments may facilitate the temporal organisation of personal facts. 
Prospective designs should employ both observer and self-rating tools, whose 
combined use may increase sensitivity (Fava & Kellner, 1991). Defining 
individual and environmental vulnerability factors that influence onset, outcome 
and maintenance of episodes is essential. Different CBT interventions applied at 
different stages need to be compared to distinguish specific and non-specific 
benefits (Lam, 1991). Follow-up must extend beyond the acute phase of the 
disorder to encompass the evolution of the illness (Scott et al., 2000).
There are several problems inherent in most studies. Patients with BD do not 
offer a large-scale pool to draw from when doing research (Scott, 1995). Small 
sample sizes or single case designs render the statistical power low and make
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interpretation and generalisation difficult (Perry et al., 1995). Limitations of 
measures to specify mood state or underlying cognitive structures have meant 
inherent problems with most repeated measures trials (Secunda, Katz, Swann, 
Ko solo w, Maas, Chaung & Croughan, 1985; Eckblad & Chapman, 1986). 
Measures are often categorical in nature, which does not reflect the continuum 
model of the illness or mixed affective states (Bauer et al., 1991). Almost all 
bipolar patients are on medication so examining the effects of psychotherapy 
alone is virtually impossible (Solomen, Keitner, Miller, Shea & Keller, 1995; 
Lam et al., 2000). Patient inaccuracies in recall of previous relapses, which are 
used as a baseline for improvement, are biased by the usual factors that influence 
accurate recall. Using other reports to substantiate this would help. Methodology 
and design of studies needs to be tightened with larger randomised control trials 
to delineate specific patient characteristics and therapy variables. Defining 
prodromal stages from actual illness is essential, but is undoubtedly complex, 
especially for rapid cyclers. Separating cognitive and behavioural strategies may 
also be important to help pin-point what exactly makes the difference to 
individuals in managing their illness. Similarly, work on the underlying cognitive 
variables and the personal meaning that events have for individuals may help 
bring us nearer to a model that fully encompasses the range of experiences of 
those that live with this condition (Ellicott, Hammen, Gitlin, Brown & Jamison,
1990).
Cognitive Behaviour Therapy does intuitively appear to be an effective approach 
in helping with BD relapse but there is still limited empirical evidence to support 
it. Ongoing conceptual dialogue between biological, clinical and psychosocial 
processes in BD are required. Longer-term outcomes are more uncertain but it is 
likely that CBT will come to be recognised as a useful adjunct to medical 
interventions.
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1. INTRODUCTION
1.1 Overview
Social phobia is an anxiety disorder in which individuals fear, and where possible 
avoid, social and performance situations. In particular, it is characterised by 
anxiety about one’s performance (real or imagined) as seen through the eyes of 
others. These fears can cause difficulties with work and relationships and can 
lead to associated depression, alcoholism or self-harm (Clark & Wells, 1997). 
Social phobia is defined as “a marked persistent fear of one or more social or 
performance situations in which the person is exposed to unfamiliar people or 
possible scrutiny by others. The individual fears that he or she will act in a way 
(or show anxiety) that will be humiliating or embarrassing” (DSM-IV: American 
Psychiatric Association, 1994, p 416).
Clark and Wells (1995) forwarded a model that attempts to map the cognitive, 
affective, somatic and behavioural changes associated with social phobia (see 
Figure 1 later). Central to this model is the notion that people with social phobia 
have a strong desire to convey a favourable impression of themselves to others 
and tend to see themselves, as they imagine others might, as unable to do so. 
These distortions can apply to retrospective, naturalistic or anticipated situations. 
In social phobia images often accompany these distortions which are recurrent 
and involve the individual being judged by an ‘audience’. Images are usually 
visual ones, but are sometimes sensory impressions. They are seen from an 
external viewpoint and are regarded as reflecting reality and as such are acted 
upon, giving rise to avoidant behaviours that maintain the disorder (Hackmann, 
1998). Images are included in a post-mortem of events and are used to predict 
future failures. This increases rumination and anxiety levels, which further feeds 
the process. Clark and Wells’ (1995) model provides the basis for Cognitive 
Behavioural Therapy (CBT) interventions that aim to decrease the negative self­
focused imagery in social phobia. This model of social phobia is still relatively 
new. To date there have been few studies that explore imagery bias in social 
phobia. Research suggests that people with social phobia have more negative and 
distorted imagery of self and their capabilities, as viewed from an external
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position (Clark & Wells, 1995; Hackmann, Snrawy & Clark, 1998). This review
attempts to overview the role that imagery plays in maintaining social phobia and 
treatment strategies that help with imaginai reprocessing. Future research 
initiatives are explored.
1.2 Overview of Clark and Wells (1995) Model of Social Phobia
The anxiety related to social phobia can result in a number of cognitive, somatic 
and behavioural changes for the individual. These changes associated with 
anxiety, and the relationship between them, have been described as our ‘anxiety 
programme’, which helps us cope with dangerous situations (Trower & Gilbert, 
1989). Threats or dangers in today’s society are often more symbolic than actual, 
so physiological arousal associated with anxiety is not necessarily an adaptive 
response.
Clark and Wells’ (1995) model outlines the ways in which these cognitive, 
behavioural and somatic cycles operate (Figure 1). In this account, the anxious 
individual perceives behavioural and somatic symptoms of anxiety as further 
sources of danger and anxiety (e.g., blushing or shaking is viewed by the 
individual as evidence that they are making a fool of themselves). Pre-occupation 
with somatic responses and negative thoughts about their own social performance 
interferes with their ability to process social cues. They then become aware of 
their failure to notice and respond to social cues appropriately and interpret this 
as further evidence of social failure. In addition, some of the ways in which 
socially anxious people may behave (e.g., not being warm or friendly) may elicit 
less engaging behaviours from others and so ‘confirm’ their fears (Salkovskis, 
Clark & Jones, 1986). This heightens hypervigilance to environmental cues that 
confirm the sense of threat, which results in avoidance. Negative assessment and 
underestimation of performance, a feature of social phobia, can also serve to 
maintain social anxiety (Beck, Emery & Greenberg, 1995).
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FIGURE 1 A COGNITIVE MODEL OF SOCIAL PHOBIA
CLARK & WELLS (1995)
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In social situations, a person’s attention can be directed outward, towards other 
people or the environment, or it can be self-directed, towards aspects of the self 
and social performance. People with social phobia tend to focus attention on 
themselves and their own performance, on the self as a social obiect (Clark & 
Wells, 1995). This takes up the attentional space which prevents attention from 
being directed outward to other people and so reduces the capacity to process 
relevant information. It also reduces the likelihood that positive social feedback 
or social cues will be noticed and acted upon.
2. IMAGERY
2.1 Introduction to Imagery in Social Phobia
Social phobia is often accompanied by a visual image of oneself in a social 
situation. This image is based on interoceptive sources of information, such as 
somatic symptoms and negative thoughts about the self. Images represent 
contents of consciousness that possess sensory qualities, as opposed to those that 
are purely verbal or abstract (Hackmann, 1998). Spontaneously occurring mental 
images in which people ‘see’ their fears realised are common in anxiety disorders 
and play an important role in enhancing the perception of threat (Beck, 1976). 
Images can have qualities associated with any of the sensory modalities, although 
visual imagery is the most common (Horowitz, 1970). Images convey meaning 
and can carry large amounts of affectively loaded information. Working with or 
changing an image in therapy can bring about significant emotional and 
behavioural shifts, similar to that of challenging a verbal thought (Layden, 
Newman, Freeman & Byers-Morse, 1993; Hackmann, 1998).
Social phobia provides a clear demonstration of the importance of spontaneous 
imagery (Clark, 1999). Social phobics attend less to external social cues but are 
convinced that they are coming across badly to others because of negative self­
imagery. The visual image of themselves is seen as being a true representation of 
how they appear to others, because it is seen from the perspective of an observer.
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The image is a source of negative information about the self, so increasing social 
anxiety further. This image is described as the “observer perspective”.
The “field perspective” is the scene viewed through their own eyes (Wells, Clark 
& Ahmad, 1998). Clark and Wells (1995) theory states that social phobics rely on 
negative self-generated images, rather than other external information in social 
interactions, to monitor and evaluate their performance. Images encapsulate the 
fear of how they might appear to others (Clark, 1997).
Stopa and Clark (1993) explored real and imagined impressions that social 
phobics have in relation to how they come across to others. In their study 12 
social phobics, 12 anxious controls and 12 non-patient controls participated in a 
conversation with a stooge (a person used to undertake a conversation with them 
as part of a behavioural experiment) and then imagined themselves in three other 
social situations. Thoughts were assessed by thought checklists/thought sampling 
(lists or examples of thoughts associated with social phobia). Belief measures 
were used to investigate the actual and perceived differences in social behaviour. 
Participants self-rated on positive and negative behaviours during conversation 
and observers rated the same behaviours after watching them on tape. To assess 
differences in attention participants were given recall and recognition memory 
tests on the stooge’s appearance and other items. They found evidence to support 
the notion that social phobics use interoceptive information to construct an 
impression of how they come across to others, which may be more negative than 
the actual impression others receive. Social phobics tended to be more 
preoccupied with negative self-evaluation than with specific thoughts about 
negative evaluation by others. This suggests they are not really processing the 
way others respond. In terms of treatment this means that exposure alone may not 
produce marked disconfirmation of social phobic’s negative beliefs about how he 
or she is viewed by others. The reality is that social phobics can come across as 
less friendly to others than controls, as this study found. Training in conversation 
skills and other coping strategies may be necessary to address this. Comparing 
social phobics with other anxious patients and non-patient controls helped clarify 
cognitive and visual processing specifically associated with this condition.
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2.2 Imagery in Social Phobia
2.2.1 The Role of Negative Imagery in Social Phobia
The few studies undertaken to date suggest that negative imagery does indeed 
play a role in social phobia, linking the role of imagery to a social phobic s 
tendency to take the observer perspective. Wells et al. (1998) tested the notion 
that social phobics construct observer-perspective visual images perceiving 
themselves from an external point of view. The study explored perspective taking 
in social phobic’s images of past anxiety-provoking social and non-social 
situations. They compared 12 outpatients meeting the criteria for social phobia 
and 12 non-patient controls, matched for age and gender. All participants were 
asked to recall and image a recent social situation and a recent non-social 
situation. Half recalled the social situation first, the other half the non-social 
situation first. In both situations participants were asked to hold an image for 15- 
30 seconds and then comment on whether they felt themselves to be taking an 
observer or a field perspective, rating the degree of perspective on a scale of plus 
three to minus three.
Results showed that social phobics differed significantly from controls in then- 
perspective ratings for images of social situations but not in their perspective 
ratings for non-social situations. Social phobics took a markedly observer 
perspective, whereas controls generally took a field perspective. By contrast, 
social phobics and controls did not differ in their perspective taking on non-social 
situations, both groups tended to take a field perspective. Within group 
comparisons indicated that the difference in perspective ratings between social 
and non-social situations was significant for social phobics but not for controls. 
This is consistent with Clark and Wells’ (1995) theory that social phobics focus 
on images of past social interactions in order to work out how they came or will 
come across. If images are predominantly from the observer perspective they 
have little access to information about how others responded to them so they are 
unlikely to process disconfirmatory information to challenge their social 
anxieties. Anxious feeling's are used to construct observer perspective images, 
which provide an excessively negative impression of how one appeared. Anxiety
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varies enormously across situations so images are likely to provide unstable as 
well as negative impressions of the self. This also heightens self-consciousness in 
anticipation of forthcoming social interactions, so situations are entered in a 
processing mode in which attention is directed away from what actually happens 
and towards misleading information.
Wells et ah’s (1998) study outlines the importance of images in triggering and 
maintaining social anxiety. However, small sample sizes may undermine the 
generalisability of findings. One weakness of the study was that social phobia 
was identified by DSM-IV (1994) criteria alone and no additional questionnaires 
were used to aid diagnostics or to rate the degree of social phobia. Social phobics 
appeared to be treated as a homogenous sample, which is not accurate in terms of 
the known clinical picture. The content of participant’s recollections were not 
assessed which may have affected the degree of anxiety experienced.
Further work might expand on this by looking at the role of spontaneously 
occurring images which, according to the model, are the most emotionally valent 
and influential in determining the profile of social phobia (Clark & Wells, 1995). 
Images that are retrospective may be confounded by historical processing factors, 
which Wells et al. (1998) did not control for. The emotional tone of images or the 
extent to which they are distorted may also influence recall. This needs 
exploration in relation to perspective taking in imagery. Later studies have 
attempted to address these issues.
Hackmann, Surawy and Clark (1998) examined the nature of spontaneously
occurring images in social phobia, on the basis that negative self-images may 
play an important role in maintaining the disorder (Clark & Wells, 1995). They 
compared 30 socially phobic patients and 30 non-patient controls using a semi 
structured interview that focused on spontaneously occurring images. Diagnostics 
and sample sizes were more substantive and complicating factors were 
highlighted (e.g., the presence of avoidant personality disorder). Levels of anxiety 
were measured. This had not been done in the previous study. Information was 
only given about the content of the semi-structured interview. The frequency of 
experience of images in relation to actual or anticipated social situations were
52
rated. Ratings were also taken of anxiety in a recent social anxiety episode and 
any associated images, and whether they were from a field or observer 
perspective. The image was described in detail and the extent to which in 
retrospect it appeared to have been distorted (on a 0-100 point scale) and how 
vivid it appeared. Blind rating of the emotional valence of the image on a 
positive, neutral and negative continuum was undertaken.
Participants with social phobia were significantly more likely than controls to 
report having experienced images when anxious in social situations. In addition, 
these images were significantly more negative and significantly more likely to 
involve an observer perspective. Both social phobics and controls evaluated their 
image of themselves as somewhat distorted, but there was no difference in the 
degree of distortion between the study and control group. This suggests that both 
social phobics and non clinical populations distort self-images, but social 
phobic’s images are significantly more negative, viewed more often from the 
observer perspective and are experienced significantly more frequently in social 
situations.
Little information was given on who carried out these procedures or the criterion 
used to judge specific outcomes. The study did not contain an anxious control 
group, so there is no way of knowing whether these negative images are unique 
to social phobia. Further studies are needed to address this issue. Using anxiety 
rating scales to determine state/trait anxiety and including other diagnostic/non­
patient control groups may help. Anxiety rating scales were used in this study, 
but little reference was made to the outcome, in terms of the level of background 
anxiety and anxiety associated specifically with social phobia.
These studies suggest that self-generated images of how one might appear to 
others seem to be used to infer how they actually appear in social phobia. In 
social phobia these images, in relation to social situations specifically, are more 
frequent, more negative, and are viewed from the observer perspective. The 
increased focus on internal negative images means less attention is paid to 
external cues/factors in social situations so personal constructs of self as social 
object’ often remain unchallenged. All of this serves to maintain anxiety. More
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attention needs to be paid to what is specific to social phobia as distinct from 
other anxiety disorders. The way in which perspectives or images are defined also 
needs refining. Studies tend to use dichotomous constructs, such as field or 
observer perspective, which can be problematic. In reality these constructs may 
act on a continuum or an individual may move between perspectives during a 
situation. Studies have not established the subtleties of these perspectives or the 
stability of how they operate.
2.2.2 The Origins of Negative Imagery in Social Phobia
In social phobia, associated imagery tends not to be updated. Hackmann and 
Clark (1998) reported that many images described by patients with social phobia 
are recurrent ones. These images occur in similar form in different social 
situations, dating back to around the onset of social phobia, often linked to 
memories of adverse social events. They proposed that a mental model of the 
patient’s observable, social self was laid down after early traumatic social 
experiences and this model is reactivated in subsequent social encounters. 
Reduced attention to the social situation then prevents the model from being 
updated.
Hackmann, Clark and McManus (2000) used a semi-structured interview to 
further examine a series of hypotheses. Firstly, that some images are recurrent 
(i.e., similar content across a range of feared situations). This looked at whether 
images were naturally updated by experience and corrective information. 
Secondly, that although most images involve visual component, many include 
other modalities and some have no visual component. Thirdly, that images are 
closely linked to traumatic social experiences which may themselves have been 
associated with the development of the disorder.
Twenty-two social phobics had entered a randomised control trial comparing 
cognitive therapy with drug and placebo treatments. Six months into the trial they 
were assessed for the current study. A semi-structured interview was undertaken 
by participants at this point, by which time many participants had improved.
54
Consequently, the interview focussed on social incidents that occurred before the 
start of the trial. Questionnaire data was used from the initial entry into the trial 
and at the six-month entry into the current study. Participants were asked to think 
of an incident where they recalled feeling socially anxious, to recall images 
associated with the situation and whether they were recurrent. They were then 
asked to recall a typical image they had recurrently six-months prior and asked a 
series of questions about it (e.g., which sensory faculties were involved in the 
image and how vivid the image was). The following questions were asked: 1) 
what emotions they felt and what had led up to the situation in the image; 2) what 
the image told them about themselves, other people and the world, and when they 
had first experienced this and any link to the onset of social phobia. Questions 
were asked about the memory of the image and how similar the associated 
sensations, interpersonal content in memory and recurrent image were. These 
were then rated. The images themselves were rated on a scale by a rater for 
positivity and negativity.
All participants reported recurrent images and memories. The majority were 
characterised by visual components, but other modalities were represented (e.g., 
body sensations and sound). No tastes or smells were reported. More modalities 
were reported in memories than in images. Images and memories were all 
reported as negative. Nearly all participants (96%) reported having a visual 
memory which they felt was closely linked to their recurrent image. The central 
aspect of both the image and the memory was a negative impression of the 
observable self, with the memory having more context. In over half the sample 
the event represented the start of their social anxiety and led to an increase in 
anxiety in subsequent social situations. There was a close relationship between 
the date of the reported memory and the onset of social phobia.
Results broadly supported the initial hypotheses. Social phobics reported negative 
recurrent images, often involving several sensory modalities, visual being the 
most common. These images had been around for some time and were associated 
with specific memories involving adverse social events around the time of onset. 
There was close correspondence between the images and memories in 
interpersonal content and sensory modalities. The authors concluded that
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unpleasant early social experiences may lead to the development of negative,
observer-perspective images of self, which are repeatedly activated by 
subsequent, anxiety provoking interactions, which are not updated. Images may 
fail to update because social phobics show an increase in self-focussed attention 
and attention that is focussed externally may be devoted to the detection of social 
cues that are interpreted negatively. Use of safety behaviours (a behaviour carried 
out to hide or control their anxiety) means people never folly expose themselves 
to the feared situation that could bring about change. Positive feedback about 
social performance is usually given verbally and as a consequence may be poorly 
suited to m o d #  visual images. AAer years of repeated triggering people may 
lose sight of the events which originally triggered the image. This increases the 
likelihood that the image is seen as a true reflection of the current self. This offers 
an historical insight into the role of images in social phobia.
Hackmann, Clark and McManus' (2000) study does have limitations. A number
of participants met diagnostic criterion for avoidant personality disorder and had 
been diagnosed using the DSM-IV (1994) (previous criticisms apply). The
retrospective nature of the study and the fact that participants were partly or folly 
recovered in some cases may have confounded results. The lack of any control 
group and the use of post-treatment cases accessing memories prior to 
intervention are also problematic. Findings were similar between groups in terms 
of those who received psychological and drug treatments, so it is unlikely the 
type of treatment received influenced results. A more tightly controlled study and 
possible comparisons with other anxiety conditions would help verify findings.
3. TREATMENT IMPLICATIONS
3.1 Overview
Treatment strategies aimed at altering dysfunctional self-attention help modify 
biased imagery in social phobia, changing the frequency and the content of such 
images (Wells & Matthews, 1994). Cognitive Behaviour Therapy for social 
phobia works on reducing the frequency of negative self-images, either by
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directly targeting imagery or through other work. Modification of persistent 
images may require specific imagery work or video feedback and feedback from 
others to correct the content of images (e.g., increased situational attention or 
switching to a more accurate self-image while anxious) (Hackmann, 1997). 
Treatment aimed at exposing the person to the feared situation plus externally 
focussed attention should produce greater reductions in anxiety, than exposure 
treatment alone (Clark, 1997). Image and attentional focus is central to CBT for 
social phobia.
3.2 Video Feedback
A social phobic’s tendency to take the observer perspective in social situations 
means they rarely attend to or assimilate external feedback. Being able to develop 
and process information from the field is essential for treatment. Video feedback 
offers a direct way of receiving feedback from the field perspective that would 
otherwise not be attended to. This allows the patient to see themselves directly 
(their true observable self). The patient is asked to role play a social situation 
with a participant (stooge) twice, once using all their usual safety behaviours and 
then without them. The patient is asked to make specific predictions on exactly 
what they anticipate seeing in the video, in particular how they will appear. The 
patient views the video and examines discrepancies between how they think they 
appear and how they actually appear, trying to view themselves as if viewing a 
stranger in order to avoid feelings contaminating the exercise. Information can 
also be gathered from the participant (stooge) to give additional feedback on the 
patient’s actual performance in social situations (Clark, 1997).
Rapee and Hayman (1996) explored whether socially anxious people can provide 
more externally derived appraisals of their own performance following video 
feedback. They asked 40 students who were randomly allocated to two groups: a 
video feedback group (VF) and a non-feedback group (NVF). The groups did not 
differ on gender but did on age. Participants were asked to give a three-mmute 
speech, which was video taped. They completed social anxiety measures and 
were blind rated by observers on performance. Ratings of those provided with
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video feedback of performance were more similar to independent observers than 
those who did not view video feedback. A proposed explanation for these 
findings is that video feedback seems to facilitate an altered mental representation 
of performance and acts to increase self-rating of performance and so reduce 
anxiety.
Problems with this study centre around the fact that participants used had already 
undertaken a social anxiety experiment previously and they were a non-clinical 
population. It’s design was ‘experimentally pure’ by providing only video 
feedback not verbal feedback, thus the effects are likely to have been small and 
changes in anxiety may have been greater with stronger feedback effects.
Harvey, Clark, Ehlers and Rapee (2000) investigated whether the construction of 
a self-image prior to viewing the video may enhance the therapeutic effects of 
video feedback. High and low socially anxious individuals gave a speech and 
then viewed a video of their performance. Half of each sample was given 
cognitive preparation prior to watching the video which involved asking them to 
1) predict in detail what they will see in the video, 2) form an image of 
themselves giving a speech and 3) watch the video as if they were watching a 
stranger. Again non-clinical samples were used (students) with unequal numbers 
in the high and low anxiety groups. Depressed people were excluded. A series of 
questionnaires were administered. Participants were asked to rate themselves 
globally and on a variety of specific performance indicators (12 positive e.g., 
clarity of voice and 13 negative e.g., blushing). Standard feedback from the 
observer was given which was unrelated to actual performance. Participants read 
their feedback and after 20 minutes they were asked to rate how much they 
thought about their speech and to describe how that made them feel on a scale of 
pleasant-unpleasant. They were also asked to recall feedback given.
Following video feedback participants in the cognitive preparation condition gave 
significantly higher ratings of their overall performance than those not given 
cognitive preparation and compared to the same ratings made prior to video 
feedback. This suggests that the therapeutic effects of the video feedback can be 
enhanced by cognitive preparation, which maximises perceived discrepancy
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between self and video image. Cognitive preparation around self-image may help 
separate actual from ‘felt-sense’ performance and prevent these feelings from 
contaminating the new image. Highly socially anxious people did not derive 
differential benefit from cognitive preparation compared to people with low 
social anxiety. This suggests that in treatment careful preparation of social 
phobics prior to viewing their own performance will enhance the therapeutic 
value of feedback. The strength of this study is that it was a single-session 
experiment investigating procedures under controlled conditions rather than a 
two-condition experiment (one with full treatment and one excluding the 
component of interest).
4. FUTURE RESEARCH AND CONCLUSIONS.
Existing research generally appears to support Clark and Wells’ (1995) model of 
social phobia and offers avenues for treatment. There is evidence to suggest that 
social phobics use the observer perspective more than non-phobics. The evidence 
that people get an image of themselves in vivo from the perspective of an 
observer is less consistent. Working on imagery, as part of the patient’s overafr 
negative self-perception can be an effective way of altering self-image, which 
maintains the vicious cycle of social anxiety. The importance of shifring 
attention, from focussing on the self to bcussing on the environment, has been 
demonstrated therapeutically (Wells et al., 1998).
Strategies that directly tackle self-image, such as video feedback, can help bring 
ratings of self-performance more in line with independent ratings (Rapee & 
Hayman, 1996). This provides an accurate observer perspective and allows 
distortions of self-perception to be corrected. Studies have found that therapeutic 
gains were maximised by enhancing individuals access to information that 
disconfirmed their negative beliefs, which imagery can facilitate. Studies 
delineating spontaneous (in vivo) images from retrospective memories are crucial 
if the minutia of how social phobia operates is to be established. Clark and Wells 
(1995) model could then be further expanded to include such information, which 
can in turn help direct treatment focus.
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Further research is needed to establish whether there is a relationship between 
anticipatory processing and anxiety maintenance. This could be done exclusively 
with social anxiety, but it may be of interest to compare processing in social 
anxiety compared to other anxiety conditions. Studies also need to investigate the 
effects of the observer perspective and the role of imagery in relation to this. 
Ideally these might focus on the continuum of field and observer perspective and 
how this shifts or stays stable in/across situations and over time. This would help 
clarify how perspective taking operates.
Exploration of the historical antecedents or the developmental perspective of 
social phobia would be useful in knowing where to focus an imagery 
intervention. If social anxiety does have origins in early life using imagery work 
to modify it makes sense at an information processing level, where early 
memories are often laid down in the form of images as verbal capabilities are still 
limited at this stage (Layden, 1998; Hackmann et al, 2000). Examining the 
content of these recollections and their impact on anxiety may help delineate the 
condition more, particularly if studies were prospective or longitudinal. Linking 
this with schemata/belief development and their role in later problems would also 
be of interest (Young, 1994). For patients with image distortions that have not 
been updated over time, the distorted image can be replaced with an equally vivid 
but accurate image. With practice patients can learn to image shift leading to 
eventual image restructuring (Clark, 1997). Studies to date have not directly 
tested this but is an obvious area for future research (Hackmann et al., 2000).
Overall there is emerging evidence for Clark and Wells’ (1995) model of social 
phobia and the role that imagery plays in triggering and maintaining the disorder. 
Further detailed exploration of the model and it’s historical antecedents will be 
essential to maximise therapeutic effectiveness and focus early treatment 
interventions, so making it possible to facilitate recovery from this disabling 
condition.
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PART III
CLINICAL/PROFESIONAL DOSSIER
Development of a Primary Care Chronic Lower Back 
Pain Service — Overview of Establishment and Evaluation
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1. INTRODUCTION
1.1 Overview
A local Primary Care Consortium had requested that a Chronic Lower Back Pain 
(CLBP) service be established to treat patients in their area. Clinical Psychology 
was asked to provide plans for their part in the development of such a service. A 
proposal was put forward to offer multi-disciplinary team input to this client 
group as referred by their CPs. This would be along the lines of a group-based 
intervention based on Cognitive Behaviour Therapy (CBT) principles. What 
follows is a description of the process undertaken by Clinical Psychology (and 
more specifically the author) to implement and evaluate this service. Protocols 
were established to guide clinical delivery in line with national standards and 
research outcome. The service was then evaluated to highlight the most effective 
parts of the intervention and suggest areas for further development. Initial results 
proved promising and Clinical Psychology input into the service has been further 
developed. More fimding and resources have since been provided by purchasers to 
expand the service to include other pain related conditions.
1.2 Background to the Service
A consortium of local GPs requested a secondary care service for all CLBP 
patients who had not responded to primary care management (Primary Care: The 
Future, 1996). No such service existed at the time. The broad aims of the required 
service were to reduce the number of costly and time-consuming GP and hospitals 
consultations, and to get patients off medication and back to work. The Clinical 
Standards Advisory Group (CSAG) estimated the number of such consultations to 
be around 12 million per year costing £130 million (Rosen, 1994). The CSAG 
(Rosen, 1994) suggests these services are most effectively delivered through a 
multi-disciplinary team intervention. Southampton GP fundholders proposed to 
invest in such a multi-disciplinary service for their CLBP patients.
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2.SERVICE DEVELOPMENT, SPECIFICATION AND ESTABLISHMENT
2.1 Initial Proposais
Group based interventions for pain management have been deemed use tut and 
cost-effective and are frequently employed by services (e.g., Gloucester or 
Bristol) (see Appendix 1). Cognitive Behaviour Therapy has also been established 
as the model of choice in working with chronic pain (Tan, 1982; Cohen, Goel, 
Frank, Bombadier, Peselo & Guillemin, 1994; Rose, Reilly, Pennie, Bowen-Jones, 
Stanley & Slade, 1997; Morley, Eccleston & Williams, 1999). The CSAG report 
on back pain advises that interventions should be based on a biopsychosocial 
understanding of pain which incorporates CBT principles (Rosen, 1994). The task 
of Clinical Psychology was to explore the application of CBT within a 
biopsychosocial framework for the new CLBP service.
Although no team had yet been formed, the GP s planned to include a half-time 
Senior Physiotherapist, a half-time Occupational Therapist and some time from a 
Pharmacist to review patient medication. They were keen to involve Clinical 
Psychology but this had not been included in their initial plans. Clinical 
Psychology was asked to attend a planning meeting to suggest how they might 
contribute to such a service and provide costings. A model of Clinical Psychology 
involvement was presented based on a CBT framework. This highlighted areas for 
Clinical Psychology involvement from direct patient (including family) work 
through to indirect consultation, supervision and liaison based on a CBT 
understanding of pain management. It was proposed that they purchase one 
session of qualified Clinical Psychology time (the author) and 5 sessions of an 
Assistant Psychologist. The session of qualified Clinical Psychology time would 
be used to train and oversee the direct and indirect work of the Assistant 
Psychologist and to help establish protocols and audit procedures (Appendix 2). 
This model was proposed for two reasons. Firstly, the GPs wanted to invest only 
limited funds until the role of Clinical Psychology became clearer. Secondly, 
resources within the Clinical Psychology department were scarce and few
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psychologists had experience of working with this client group. The service was 
to be piloted for a year after which Clinical Psychology input would be reviewed.
Service evaluation had not been considered initially by purchasers. Two further 
sessions of the Assistant Psychologist’s time were agreed to enable a proper 
evaluation of the service to take place. A brief overview of why audit/evaluation 
of the new service would be important and what this might include was presented 
to the multi-fund by Clinical Psychology. This centred on monitoring of clinical 
information in relation to the evaluation of interventions and using audit to shape 
the service model by tracking patterns of referral and programme uptake. This 
would help establish the programme’s efficacy and give purchasers feedback on 
how they were using the service. This would be used to determine whether the 
GPs would continue to fund the service beyond its pilot phase and to obtain 
feedback to inform future service developments (Appendix 3).
2.2 Service Development
Initial ideas were brought together in the form of a ‘Service Specification’ 
(Appendix 4). This included an overview of team structure and agreed service 
aims. The main aim of the service was to provide a multi-disciplinary input to 
CLBP patients to try to get them to regain a degree of functioning as defined by 
individualised goals. Limits for contacts were set (up to 100 patients to be assessed 
in the first year and ideally six groups to be run) and the specifics of service 
provision were outlined. Patients would be assessed by the team and offered a 
place in a group programme based on guidelines from other pain management 
centres. Those patients who were deemed unsuitable to include in a group could 
be offered limited individual contact with a member of the team, referral on to 
other services (e.g., local back pain support group) or returned to their GP with a 
list of recommendations. The service specification also clarified management 
arrangements and set quality standards. This was further delineated in a document 
outlining the service overview. This document outlined the aims of the service
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that centred around patient education, empowerment and helping them to develop 
strategies to achieve their short and long term goals (Appendix 5).
The specifics of team member’s roles and role boundaries also had to be clarified. 
This has been identified as an important issue in the pain management literature 
(Keefe, Dunsmore & Burnett, 1992). Time was spent at the outset in discussing 
and exploring each team member’s role, which gradually evolved as the service 
progressed. With no overall manager the team had to set up it’s own procedures 
for operation.
From initial discussions it was also clear that the purchasers themselves had 
mixed or uncertain views about who could best be treated by the team. Time was 
spent shaping up their ideas. Education sessions were arranged and the team 
attended practice meetings to follow-up these discussions. Information was given 
on inclusion/exclusion criterion and negotiation about the aims of the service took 
place over time. Aims became more realistic as a result. The service would aim to 
help patients manage their pain more effectively and improve functioning as 
defined by the patient’s and GP’s goals at treatment outset. Audit would be a 
useful tool in offering concrete feedback about GP’s referral patterns and related 
outcome over time. The service would be evaluated using a variety of measures 
focussing on two areas: quality standards (i.e., patient journey through the service) 
and patient outcome/feedback (i.e., efficacy of intervention and patient 
satisfaction).
2.3 Service Specifics and Establishment
2.3.1 Service Definition
There were a number of basic structures to put in place before starting direct 
patient work. These related to the processing of referrals, defining the group 
format and content, and setting up evaluation systems for monitoring contacts and
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outcome from the groups. A period of one to two months was allocated for this at 
the outset.
Initially time was spent on brainstorming issues that related to running and 
evaluating this kind of service, carrying out literature searches and visiting other 
centres. Patient information leaflets were drawn up to give to the GPs to pass to 
their patients at the time of referral. Patient registration forms (to be used on the 
database to log patient contacts), clinical diary sheets and letters to be sent to GPs 
and patients about the service were created.
A protocol for the service was the established (Appendix 6). After a referral was 
received it was screened for suitability according to the service’s 
inclusion/exclusion criteria (Appendix 7). Research has identified who might 
benefit from this type of intervention and aimed to guide referrers on who to send 
(New Zealand Guidelines Group, 1999). Patients were excluded if there were 
ongoing organic problems or co-morbid difficulties, such as severe mental health 
problems, substance misuse problems or problems with mobility. They also had to 
be willing to undertake the group programme. Following this the patient was 
assessed by all members of the team and completed a set of standardised measures 
(see later) before entering the group. These measures were repeated at the end of 
the group programme and again at three-month follow-up.
Each team member was responsible for formulating their own assessment process 
and deciding on the best measures to use. This was then ratified by the team. The 
Clinical Psychologist’s role was to assess and formulate the nature of the pain and 
current pain management strategies for the individual and to screen for mental 
health/substance problems (Appendix 8). The focus was on looking at thoughts, 
feelings, beliefs and behaviours associated with pain and how these might 
influence level of pain felt and expectation for change. Turk, Meichenbaum and 
Genest (1983) summarised this by saying ‘coping with pain is a dynamic process 
where beliefs, attitudes and thinking style mediate emotional and behavioural 
responses’. Clinical Psychology’s role was also to ensure that CBT principles
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were effectively and consistently applied with a focus on assessment of the 
following: Beliefs; Expectancy - Self-Efficacy and Outcome Expectancy and 
Coping Responses - Adaptive and Maladaptive (DeGood & Shutty, 1992).
The Physiotherapist assessed mobility and the physical impact of pain and devised 
an exercise programme to be used during the group and organised the equipment 
(e.g., TENS machines). The Occupational Therapist (OT) assessed level of 
functioning in and outside of the home, targeting unhelpful patterns of activity 
and worked on pacing and goal setting with the client. The OT chose the 
Canadian Occupational Performance Measure (Law, Baptiste, Carswell, McColl, 
Polatajko & Pollock, 1994) to measure outcome (see Appendix 11 later). The 
Pharmacist assessed and supervised the management of patient’s medication. 
Following the completion of assessment the team would meet to discuss the 
outcome of their assessment and make a decision about whether to offer that 
person a place in the group or an alternative treatment/referral. The remaining 
patients were returned to their GP with recommendations for ongoing 
management. The team always returned a post assessment report to the GP with 
the outcome of their decision.
Results of the initial planning work were fed back to the purchasers and managers 
on a regular basis. The name ‘Back on Track’ was given to the service. This 
summed up succinctly the back pain link and what the service hoped to achieve in 
getting the patient on the right ‘track’ in terms of recovery/management.
2.3.2 Overview of Evaluation
In addition to the routine audit of team activity using the trust database and 
monitoring demographic characteristics of referrals, an initial evaluation package 
was developed. This package was reviewed and revised over time but eventually 
included measures of pain, pain beliefs, activity levels, level of functioning, 
psychological adjustment, use of medication, self-efficacy and coping, as well as
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more general symptoms or co-morbid difficulties (e.g., depression or anxiety). 
Depression has been demonstrated to influence drop out from treatment (Kerns & 
Haythomthwaite, 1988) so directly identifying this was important. However, this 
complete package was not instituted until Group 3 because of trouble ordering 
these measures and because it took some time to finalise the measures to be used. 
Turk, Rudy and Sorkin (1993) suggest an ideal format for evaluation. This 
includes outlining and measuring the standards by which patients change, overall 
service provision, use of health care resources, administrative evaluation, group 
programme outcome, patient satisfaction, goal achievement and relapse 
prevention. Data was to be collected at three time points, pre-group (assessment), 
end of group and at follow-up after three to six months. These categories, together 
with the associated quality standards, are shown in Appendix 9. The basic post­
group evaluation sheet remained more or less the same for each group (Appendix 
10). Questions centred on how they found the group sessions in terms of content, 
format and process and how written information given helped them assimilate 
what was covered. Evaluation also focussed on what were the most and least 
helpful aspects of the course and what else they might like to have included.
The outcome measures in place by Group 3 represented the best attempt to 
examine interrelated constructs focussing on pain belief and behaviour (Keefe et 
al., 1992). The measures chosen were:
1. Measures of Pain -  McGill Pain Questionnaire (Melzack, 1975).
2. Measures of Symptom - Beck Depression Inventory (BDI) (Beck, Ward,
Mendelson, Mock & Erbaugh, 1961).
- Hospital Anxiety and Depression Scale (HADS) 
(Zigmond & Snaith, 1983).
- Brief Symptom Inventory (BSI) (Derogatis, 1975).
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3. Measures of Self-Efficacy or Coping - Coping Strategies Questionnaire (CSQ)
(Rosenstiel & Keefe, 1983).
- Pain Stages o f Change Questionnaire 
(Kerns, Rosenberg, Jamison, Caudhill & 
Haythomwaite, 1997).
4. Measures of Function - SF-36 (Ware & Sherboume, 1992).
- Work and Social Adjustment Scale (Marks, 1986).
5. Measures of Beliefs About Pain -  Tampa Scale for Kinesiophobia (TSK)
(Vlaeyen, Kole-Snijders, Boeren & 
van Eek, 1995).
An initial sheet was added to the measures pack gathering basic demographic data 
relating to the patient, their employment status, their financial and statutory 
benefit status, medication used, general health and abilities (Appendix 11).
2.3.3 Group Programme
The team also began to plan the group treatment programme. No absolute criteria 
exist for a CBT package for back pain (Pain Society Standards, 1997) so it was up 
to the team to devise their own. Ideas were drawn from available literature 
(Nicholas, Wilson & Goyen, 1991; Grant & Haverkamp, 1995; The Pain Society 
Report, 1997) and from other centres. All team members were involved in 
planning and running the group pain management programme. Over time the 
group programmes were altered to include more psychological input. 
Psychological variables were seen to affect patient’s understanding of their pain, 
as shown also by the outcome data (see later). The groups were also extended in 
terms of membership and duration. The first group only had five members, the 
second six members and the third nine members. The number of sessions were
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increased for each successive group, six weeks for the first one, seven weeks for 
the second and eight weeks for the third. Sessions increased because it was not 
possible to cover all the necessary issues within such a limited time frame. 
Appendix 12 outlines the content of each of the final eight group sessions. Each 
session followed a similar format, a review of the week/task they had been asked 
to complete, a new educational topic with related group exercises and a task to 
take away to facilitate generalisation.
The Clinical/Assistant Psychologist offered supervision to the team. Supervision 
focussed on reviewing group sessions and consideration of group dynamics. This 
helped facilitate good practice and helped team members consider their roles in 
the group, emphasising the importance of psychological factors in group work.
3. INTERVENTION & OUTCOME
3.1 Demographic Data
In total 54 patients (34 male, 20 female) were referred to the service up until the 
author’s departure on maternity leave just prior to Group 3. Twenty referrals were 
accepted by the service (8 male, 12 female, mean age = 43.7 years) the rest were 
not accepted (26 male, 8 female, mean age = 43.2 years) (i.e., deemed unsuitable, 
according to the inclusion/exclusion criteria) (Appendix 13). An interim report 
was put together by Clinical Psychology to circulate to all GPs. This looked at 
referrals within a particular time period (March 1998-December 1998) and 
outlined the number and outcome of patients assessed by the service. This time 
period covered the running of the first two group programmes. Reasons why 
people were declined service input ranged from patients being referred whilst still 
undergoing or awaiting medical procedures, patients being unwilling or unable to 
undertake the programme, to patients being considered inappropriate because of 
their psychological status.
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Additional information on the outcome of the first batch of referrals received up 
to a particular date was audited as part of an interim report (Table 1). More men 
than women had been referred to the service but more men had been deemed 
unsuitable for the group programme. This was again fed back to the GPs with the 
aim o f helping the GPs to think more about their referrals prior to sending 
patients. The team also reflected on who the service should be targeting and how 
to shape up referral practice. More GP education sessions then followed.
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Table 1 Referrals up to and including 14 December 1998
Breakdown of Referrals
Number
Patients assessed 41
Patients awaiting assessment 3
Patients who failed to attend assessment 2
Patients who refused assessment 4
Patients referred from outside boundary 1
TOTAL NUMBER OF REFERRALS 51
Outcome of 41 Patients Assessed
Number of 
Patients
Who attended groups 11
FTA groups 1
Failed to complete programme 2
Referred to other services 5
Referred to other groups, receiving 1:1 6
May attend the next group, receiving 1:1 3
Unable to attend last group, awaiting next group 2
Declined the programme 6
Unsuitable/Inappropriate referrals 5
TOTAL 41
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3.2 Outcome Evaluation
3.2.1 Group 1 Outcome
For the first group not all the standardised measures were used for reasons 
outlined in Section 3.2.2. Patients from Group 1 and Group 2 were given the BDI, 
TSK and SF36 as a minimum (Appendix 14). Other measures were explored and 
abandoned after user feedback (e.g., Multidimensional Health Locus o f Control 
Scale: Wallston, Wallston & DeVellis, 1978). Evaluation centred on changes in 
measures pre and post group intervention. At this stage not all questionnaire data 
had been analysed.
Results from Group 1 for the five participants were contrary to expectations, 
given that qualitative feedback following the group appeared to be positive. 
Patient’s level of depressive symptomatology increased, fear avoidance failed to 
show evidence of change and patients perceptions of their ability to engage in a 
range of functions decreased.
3.2.1.1 Fear Avoidance Behaviour
The mean TSK scores failed to show evidence of change.
Mean pre-scores = 44 . 40
Mean post-score = 44 . 60
This is presented graphically in Figure 1, which shows clearly that only two of the
patients decreased their fear avoidance behaviour. There is no normative data for
the TSK so no comparison with norms can be made.
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Figure 1 Fear Avoidance Behaviour Scores - Group 1
Mean TSK Scores - Group 1 : 
Pre and Post Intervention
□ Pre-Intervention
□ Post-Intervention
1 2 6 7 18
Patient ID No.
3.2.1.2 Beck Depression Inventory
The BDI showed an increase.
Mean pre-scores = 19.80
Mean post-score = 26 . 20
Mean scores pre and post group indicate a moderate degree of depression 
(moderate range = 17-29). This is presented graphically in Figure 2.
Figure 2 Beck Depression Inventory Scores - Group 1
BDI Scores - Group 1 :
Pre and Post Intervention
An.
□ Pre-Intervention
□ Post-Intervention
Patient ID No.
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3.2.1.3 Range of Functioning
The aim of an intervention would be to increase the range of functioning as 
demonstrated by the SF36. There is some normative data available for this 
measure based on population trends (e.g., median score = 40) (Jenkinson, Coulter 
& Wright, 1993; Vlaeyen, Seelen, Peters, de Jong, Aretz, Beisiegel & Weber, 
1999). A within-group comparison was used to highlight trends in increase or 
decrease in functioning pre and post group. As can be seen from Table 2, the 
mean percentage failed to change in one category (bodily pain) and showed a 
decrease in functioning across the other seven categories, which was most marked 
in relation to social functioning.
Table 2 Mean percentage of SF36 Scores
Range of Functions % of Decrease
Physical Functioning 5%
Physical Role 21%
Bodily Pain 0%
General Health 2%
Vitality 14%
Social Functioning 32.4%
Emotional Responding 0.28%
Mental Health 15.2%
3.2.1.4 Qualitative Evaluation
At the end of each group programme patients were also asked to complete a 
qualitative evaluation (Appendix 10). Reports from this were very favourable and 
general opinions were:-
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■ Programme helped to put their understanding of pain in perspective.
■ Usefulness of attending a group where others had similar problems.
■ Usefulness of exercise.
■ Usefulness of understanding the effects of stress.
■ Usefulness of being able to identify stress and make interventions.
■ Usefulness of relaxation.
■ Usefulness of pharmacy assessment and session.
■ Usefulness of OT home visit.
Overall they felt the sessions were a bit short in length and they wanted more 
input from the Psychologist on working with thoughts, feelings and beliefs about 
pain. Future groups tried to incorporate this feedback.
3.2.2 Group 1 Evaluation of Outcome
The first group programme provided practical education and training, whilst the 
CBT content was kept to a minimum. Post-intervention assessment indicated 
patients had failed to make links and understand the rationale for proposed 
management strategies. Poor compliance and inability to change behaviour may 
have been a consequence and might explain the outcome from pre and post 
intervention measures. Changes to the group format were made with a stronger 
emphasis on psychological or CBT variables.
In accordance with research findings from other programmes, increases in BDI 
scores are not exceptional and may be expected to show a decline over time. It has 
been argued that the BDI contains numerous somatic items so using it with pain 
patients may give the impression of artificially elevated depressive 
symptomatology (Williams & Richardson, 1993). However, this does not account 
for decrease in patient’s perception of function over time. It is difficult to 
speculate as to why BDI scores increased following the group. The team 
hypothesised that it may have had something to do with raising patients
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expectations of change prior to the group, which the GPs had been keen to do, 
particularly as this was a newly established service.
Patients had not been adequately briefed by their GP as to what to expect, 
probably because GPs themselves were unclear, and often arrived expecting 
further medical treatment, counselling or a ‘cure’ for their pain. Assessment 
procedures were changed to allow more time for explanation of the service remit 
so as to educate patients and allay patient anxieties/concerns. Education sessions 
to the GPs were increased to reinforce the criterion for acceptance and suitability 
for the service and patient leaflets were revamped to offer more information. One- 
off consultations to suggest alternatives to intervention were also offered to both 
patients and GPs.
The number of sessions offered were clearly insufficient and later added to. 
Patients may have felt they were only given a taste of possible change before the 
course ended, which could have fed their level of hopelessness and depression. 
This was supported by the qualitative feedback following Group 1. Patients who 
may otherwise have been excluded were taken on because of pressure to get the 
service started. This may have meant less than ideal scores on measures prior to 
the group, which only worsened over time. It might also be expected that there 
would be a reciprocal relationship between high levels of symptomatology, such 
as depression, and decrease in functioning and little change in fear avoidance 
behaviour. This seemed to be the case for Group 1. High levels of depression, or 
other mental health problems can affect motivation, psychomotor activity, and 
general levels of functioning which in turn can exacerbate mental ill-health. For 
Clinical Psychology, in particular, it was important to clarify responsibility for 
mental health needs of patients. GPs referred patients who were clearly co- 
morbidly depressed. Suicidal ideation or intent and feelings of hopelessness 
frequently came up during the assessment. Clarification of responsibility for 
mental health screening had to be worked through. Where acute mental health 
needs were identified the Psychologist had the option of offering individual 
sessions to help address these issues. More commonly, patients were referred to
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the Local Mental Health Team. This clarified also that inclusion of highly 
depressed patients in the group programme would be inadvisable which meant 
tightening the inclusion criteria (Williams & Richardson, 1993).
Following Group 1 the team proposed radical changes to the original format of the 
programme. These were put into practice with the second group where the group 
was lengthened and more activity/exercise and CBT input was included, drawing 
on results of qualitative feedback from this group.
3.2.3 Group 2 Outcome
Outcome measures from Group 2 for the six participants confirmed the original 
expectations and the mean trend followed the predicted direction. Patient’s levels 
of depressive symptomatology decreased, fear avoidance behaviour decreased and 
patients’ perceptions of their ability to engage in a range of functions increased.
3.2.3.1 Fear Avoidance Behaviour
In line with original expectations there was a decrease in mean TSK scores for 
Group 2, which is presented graphically in Figure 3.
Mean pre-scores = 39.6
Mean post-score = 36.2
As illustrated, fear of avoidance decreased satisfactorily, with the exception of one 
patient who failed to show change. Scores on the TSK for Group 2 were lower 
than Group 1 both pre and post intervention.
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Figure 3 Fear Avoidance Behaviour Scores -  Group 2
Mean TSK Scores - Group 2: 
Pre and Post Intervention
21 25 29
Patient ID No.
□  Pre-Intervention 
0  Post-Intervention
3.2.3.2 Beck Depression Inventory
The BDI also showed a decrease from pre to post group, in line with expectation. 
Pre-group scores were within the mild range of depression (mild=10-16) and were 
within the sub-clinical (normal) range following the group.
Mean pre-scores = 13.8
Mean post-score = 4 .2
This is presented graphically in Figure 4.
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Figure 4 Beck Depression Inventory Scores -  Group 2
BDI Scores - Group 2: 
Pre and Post Intervention 
30n
Patient ID No.
□  Pre-Intervention 
0  Post-Intervention
3.2.3.3 Range of Functioning
As expected the mean percentage of patient’s perceptions of a range of functions 
on the SF36 increased, as may be seen in Table 3. The most significant increase 
was seen in physical role and bodily pain, with only a minimal effect on improved 
mental health.
Table 3 Mean Percentage of SF36 Scores
Range of Functions 0% of Increase
Physical Functioning 19%
Physical Role 45%
Bodily Pain 26.4%
General Health 11.4%
Vitality 8.5%
Social Functioning 20%
Emotional responding 6%
Mental Health 3.2%
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3.2.3.4 Qualitative Evaluation
The same qualitative feedback questionnaire used after Group 1 was administered 
at the end of Group 2. Patients reported very similar outcomes to those reported 
following the first group. They requested increased focus on activity/exercise and 
attention to their thoughts, feelings and behaviours associated with pain and pain 
management. In addition they also commented on the following:-
■ The usefulness of understanding the psychology behind pain and pain 
behaviour which enabled them to exercise control/self help.
■ The usefulness of being able to make links between thoughts, feelings, 
beliefs and pain behaviour.
■ Being able to consolidate and make sense of information, which had been 
given when receiving past interventions. (Prior to the pain management 
programme they reported being unable to understand the rationale behind 
many of the interventions they had previously received).
Overall results were favourable with all six of the participants highlighting how 
effective they had found the course and staff in helping them manage their pain.
3.2.4 Group 2 Evaluation of Outcome
The outcome measures obtained for Group 2 confirmed original expectations and 
the mean trend followed the predicted direction. Feedback from Group 1 had been 
used to improve session content and format. Specifically the team had screened 
patients more thoroughly and been more selective about who they included to 
maximise effectiveness of the intervention. More exercise and activity planning 
was included in the group package and more emphasis placed on driving home the 
message that CBT strategies are critical in managing pain and it’s impact. This 
appears to have worked in that inclusion (pre-group) scores were more favourable 
which may have increased the chance of the group programme being more
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effective. Patients reported improvements in functioning following the group 
particularly in their physical ability and level of pain experienced. In the same 
way that high levels of depression and poor physical functioning can interplay, as 
in Group 1, it seemed that in Group 2 lower levels of depression may have 
facilitated better functioning and vice versa. This seemed to be supported by 
qualitative feedback. Changing beliefs had hopefully resulted in increasing 
compliance with exercise, goal setting and pacing. Consequently their ability to 
manage their pain and confidence improved. The mean BDI scores were shown to 
decline and fear avoidance also declined. Most of the range of functions measured 
by the SF36 had increased by an encouraging percentage. Comparison of data 
from Groups 1 and 2 on the TSK and BDI are shown in Figure 5.
This confirmed the role of cognitive factors and activity in pain experienced and 
pain behaviour. The plan was then to carry on emphasising these in future groups. 
This information was shared with GPs to improve their knowledge and what to 
pick up on in their consultations with patients following participation in the group. 
The team’s intention was to continue to expand the use of CBT within the group 
programme and continue this within patient/group reviews.
Figure 5
TSK and BDI Scores: Pre and Post Intervention 
Comparison of Groups 1 and 2
SOi
2nd Group1st Group
□  TSK assessment score
□  TSK post programme 
assessment score
□  BDI assessment score
□  BDI post programme score
Patients by Group
3.3 Overall Evaluation and Future Directions Following Groups 1 & 2
The first group programme had provided practical education and training with 
minimum CBT input. Education alone is not sufficient. Gathering and testing out 
of new information is central to the change process (Nicholas et al., 1991). 
Measures may have been negatively skewed because of patient disappointment 
and reduced expectation for change following the group. Some of these patients 
were followed up and offered individual input as appropriate and outcome 
measures also improved subsequently. Others opted out of follow-up and as such 
a comprehensive three-month follow-up for all five members of the first group 
was not possible.
The team reflected on the outcome of the groups. Despite differences in 
quantitative outcome both groups had highlighted specific factors that could be 
used to shape future groups. Overall a stronger CBT focus was emphasised, 
especially within the first few sessions. Using a CBT framework and CBT 
strategies helped to provide the patients with a rationale for the benefits of using 
pain management as a method of control. More specifically changes to the group 
intervention included:-
■ Introduction to awareness and monitoring of physiological arousal.
■ Exploring the positive and negative aspects of stress.
■ Practical relaxation sessions.
■ Emphasis on the role of cognition - Negative thoughts and beliefs.
■ Challenging negative thoughts/beliefs.
■ Monitoring progress with the use of homework/diary sheets.
■ Monitoring practice o f stretching/exercise.
■ Diaries to help patients to identify problem areas for which they were 
encouraged to provide solutions using techniques they had learned during the 
programme.
■ Time spent in setting realistic goals for each individual, to be achieved in 
sequential stages and monitored over time.
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The team also recognised that the negative outcome measures for Group 1 may be 
partly explained by the ‘mourning’ which often occurs following the termination 
of group focused programmes. A patient support group was set up to help patients 
at the end of the group programme. This was initially run by the team and then 
taken over by the group members themselves.
Alternative measures were also introduced to help elucidate more specifically how 
the intervention affected pain, pain behaviour, associated symptomatology and 
level of functioning. For example, the Hospital Anxiety and Depression Scale 
(HADS) (Zigmond & Snaith, 1983) was introduced for later groups to try to limit 
the interference of somatic items in the depressive profile. There is a strong 
relationship between depression and functioning so targeting this in future group 
interventions would be crucial (Ingram, Atkinson, Slater, Saccuzo & Garfin, 
1990). It would also be useful to distinguish depressive and anxious 
symptomatology (which the HADS does). Generally anxiety is associated with 
less overall coping with pain, influencing different pain coping responses 
(McCracken & Gross, 1993). Outcome from the SF36 pointed towards the need to 
alter the content of the programme to help tackle the patient’s perception of level 
of functioning. This meant an increase in time spent on psycho-education to help 
challenge beliefs/thoughts, to empower patients to understand and make use of the 
biopsychosocial aspects of pain management (Smith, Follick, Ahern & Adams, 
1986).
Qualitative feedback indicated a good overall level of satisfaction with the course 
with all patients in Groups 1 and 2 rating ‘time spent in discussion as a group’ and 
‘being part of a group’ as 7/10 or more on the rating scale. The most useful topics 
were consistently highlighted as pacing and goal setting, CBT aspects of pain and 
activity scheduling. Information on beds/sleeping and lifting were noted as the 
least useful topics. Questionnaire and consumer satisfaction feedback paved the 
way for future service development.
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4. OVERVIEW AND FUTURE DIRECTIONS
The task o f the final review session with purchasers was to highlight lessons 
learned in the first year of the service. It was clear that initial targets set in terms 
o f throughput were unrealistic and new targets had to be established. Table 4 
outlines the main points that were made in the presentation, with particular 
reference to the need to extend Clinical Psychology input into the service. For the 
team there had been a number of lessons learned. From this it was possible to 
identify what needed to change in the future. More detailed research needs to be 
undertaken on which individual components of the multi-faceted approach are 
most effective (The Pain Society Report, 1997). Any new initiative can take time 
to develop, especially when staff and managerial resources are limited and there is 
no local model to draw on. The first year o f the service had highlighted several 
areas for future focus. Following the Group 2 review it was evident that 
psychological factors were crucial in facilitating change. More emphasis was 
placed on psychological variables in later programmes. The remit o f the service 
was also extended to cover chronic pain generally not just lower back pain.
A bid was put forward to purchasers for a half time qualified Clinical 
Psychologist. The proposal was agreed and the post appointed to. This was the 
first Health Psychology and Primary Care funded service in the region. Continued 
funding for future years has now been assured and the service continues to 
expand.
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Table 4 SERVICE PROBLEMS & SOLUTIONS
Factors Influencing Service Processing Possible Solutions
• Types of patients referred & included in 
the group programme.
Clearer referral & inclusion 
criterion/Exclusion of severe 
comorbid problems. Offering 
individual work if needed. 
Improved GP education.
No proper database available at outset. Establish own database. Put 
pressure on managers to 
prioritise this.
Resistance to completing questionnaires. 
Questionnaires not returned at the end of group 
or at follow up.
Streamline questionnaires/ 
stress importance of them. 
Give questionnaires out to 
be completed at the end of 
final group session.
Containing GP, patient and team despondency 
in dealing with often-depressed individuals trying 
to endure ongoing pain -  no curative solution.
Emphasise management 
not cure -  offer hope. 
Team support/supervision.
Changes in team personnel and personnel 
co-ordinating the service within the Trust.
Problems with space and availability of 
rooms to run the service from.
People feeling a sense of loss at the end of 
the programme and wanting further contact.
Unpredictable nature of numbers/suitability 
of referrals complicating when to plan the start 
of the group programme.
Try to retain consistency.
Use written formats to inform 
new personnel.
Maintain a flexible 
approach but have a clear 
sense of team value and 
continue to ask for what is 
needed assertively.
Establish patient led 
support groups with 
some team input.
Being realistic about the time 
involved in group 
preparation.
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Appendix 1
Gloucester
Week 1 
Exercise
Stress & Relaxation 
Breathing
Bristol
Exercise
Stress & Relaxation 
Meditation
Week 2
Pacing Activity Meditation
Seating Breathing
Exercise Practice Exercise Practice
Deep Muscle Relaxation
Week 3
Goal Setting Meditation
Lifting Goal Setting
Exercise Pacing
Deep Muscle Relaxation Exercise
Week 4
Pain Pathways Meditation & Instruction
Gate Theory Fitness
Options - other professions Exercise
Mid Course Evaluation Mid Course Evaluation
Week 5
Thoughts & Feelings Drugs & Pain
Drugs & Doctors Exercise
Exercise Pain Pathways
Self-Hypnosis
Pain & Sex
Week 6
Exercise Thoughts & Feelings
Fitness Meditation
? Relatives Session Walking & Posture
Self-Hypnosis
Week 7
Activities Communication
Pain Behaviour & Communication Mindfulness
Exercise Fitness Circuit Daily Activities - Beds & Sleeping
Autogenic Relaxation
Week 8 Exercise
Beds & Sleeping Pre-Asst pack - repeat
Sleeping Mindfulness & Meditation
Autogenic Relaxation Lifting
Flare-up Plans, Evaluation Dealing with Flare-ups Recap
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EASTERN BACK PAIN SERVICE - CLINICAL PSYCHOLOGY SPECIFICATION 
COSTING
TOTAL OFFERED = £8565 for 0.25 WTE Clinical Psychologist 
PROPOSAL
1 session Qualified Clinical Psychologist (£3135)
0.5 (5 sessions) Psychology Assistant (£5731) = £8866
Further £301 needed for above level of service provision 
? Recurring monies 
SERVICE MODEL
Psychology Assistant to offer direct clinical input to the clinic under supervision from qualified 
Clinical Psychologist
Psychology Assistant
Offer individual clinical input eg. Assessments
Psychological Interventions - Group work
Individual sessions
Other Clinic Activities - Training
- Liaison with GP’s
- Attend Team Meetings
- Supervision (own)
Qualified Clinical Psychologist
Offer initial input in establishing service 
Ongoing Consultation and Supervision
CONTACTS
Number of direct/indirect contacts to be agreed
100-
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Cognitive Behaviour Therapy (Mellzack and Wall)
- Active, directive, collaborative, empowering, time-limited
Measures can be used to evaluate effectiveness of outcome (See below)
Cognitive - works on Negative Thoughts and Intractable Beliefs
re. pain and its management and helps increase perceived 
control and self-efficacy
Behaviour - works on Structuring, Planning and Pacing activities
to help increase mobility, feelings of accomplishment 
and control/coping behaviours
Measures - Beck Depression Inventory
General Health Questionnaire 
Horowitz Impact of Events Scale 
Culture Free Self-Esteem Scale 
Brief Symptom Inventory 
Inventory of Interpersonal Problems 
Belief Measure
D . Possible Uses of Sessional Input
1. Individual Patient Work
2. Pain Group
3 .Work with Spouse/Family
4. Supervision/Consultancy
5. Liaison with Multi-Disciplinary Team
Time could also be spent on producing visual/verbal aids for the clinic 
eg. Relaxation tapes
Self-help literature 
Videos for teaching aids
Relevant Qualifications
BA (Hons) Psychology 
MSc Clinical Psychology
Post Graduate Qualification in Cognitive Therapy
Post Graduate Qualification in Clinical Neuropsychology
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EASTERN MULTIFUND BACKPAIN SERVICE EVALUATION/CLINICAL MONITORING
1. Regular c lin ica l m on ito ring  o f pa tien t re lated in fo rm a tio n  re sym p to m s  and pain 
behaviours to  in fo rm  c lin ica l p rac tice  - in c lus ion /exc lus ion .
2. Longer te rm  eva lua tion  o f e ffic a c y  o f program m e, i.e. o u tcom e  data or programme
1. Clinical responsibility ^ Inform practice for individuals.
2. Helps look at profile of spending to inform future contractibility.
3. Looks at service breakdown re input.
4. Good clinical and professional practice.
POINTS OF A U D IT
1. Who referred - suitability and demographics.
2. Uptake of assessm en t appointments.
3. Evaluation of Programme efficacy and clinically relevant data-processing.
Clinical da ta  from assessm en t - Pre-treatment ratings
Compared to treatm ent end - End treatm ent ratings
Follow-up - Follow-up ratings
4. A cceptance for clinical programme.
5. Patient evaluation of clinical programme 
- w hat works, for whom, why?
6. Patient satisfaction measures.
7. G.P. eva lua tion  o f service.
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SOUTHAMPTON COMMUNITY HEALTH SERV1CEJEÜST 
MENTAL HEALTH SERVICES
Assistant Psychologist 
(Spine points 00)
Clinical Psychology Services for people with 
chronic lower back pain, as provided by Adult 
Mental Health Clinical Psychology
Stoneham Centre, Moorgreen Hospital
Head of Clinical Psychology
MA1NJBESJPOJSISJB1UT1ES
1 ) To provide psychological assessm en ts  to patients with chronic back pain
2) To provide Cognitive-Behaviour Therapy interventions to patients
3) To liaise with G.P.s and other professionals
4) Training of G.P.s and other professionals
5) Evaluation of the service and audit of clinical psychology input
6) A ttendance at weekly team  meetings
(All duties to be carried out under the direction of a qualified clinical psychologist) 
CLINICAL
1 ) Patient Assessment: To provide comprehensive a s se ssm en t to back pain 
patients
2) Interventions: To offer Cognitive-Behaviour Therapy group work and 
individual work as required by the clinic
3) Clinical Administration: To include report writing, data  analysis and 
anything/evaluating effectiveness of clinical psychology input to patients
4) Liaison: Liaison with G.P.s and other professionals as required
RESEARCH/TEACHING
1 ) To participate in developing research/evaluation of effectiveness of
interventions
2) Preparing and delivering training to G.P.s and other relevant professionals
SERVICE:
BASE_LOCAT1CNj
ACCCUNTABLETCj
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JOB DESCRIPTION 
ASSISTANT PSYCHOLOGIST
Post holder will join a new  specialist team  dealing with chronic back pain patients 
based at the S toneham  Centre, Moorgreen Hospital. Work will include:-
1. A ssessm en t - provide psychological a s se s sm e n t  of patients referred to the
4. Training of <3.P / s  and other professionals.
5. Evaluation of the service, including data  input/analyses.
6. A ttendance at weekly team  meetings.
Weekly supervision will be provided by Susan Ross, Chartered Clinical Psychologist, 
who will be inputing one session a w eek to  the team . The post holder will be 
managerially accountable to Dr. Paul Chadwick, Head of Clinical Psychology 
Services - Adult Mental Health.
clinic.
2. Cognitive behaviour therapy interventions.
3. Liaison with <3.P / s  and other professionals.
SR/VLH
8.1 .98 .
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QUALITY ASSURANCE/GENERAL
1) To implement and adhere to quality s tandards as  decided on by the service
2) To participate in service meetings and supervision meetings as required
3) To undertake other such duties as may be agreed with the  Head of Clinical 
Psychology Services
TERMS OF SERVICE
The p o s t  is for one year in the  first instance. The post is subject to the  current 
conditions of Southampton Community Health Service Trust and to the  policies of 
the  Health Services. Individual performance reviews will be carried out at six 
monthly intervals.
The p o s t  holder m ust be able to  travel independently to  the  post and around the 
district as required. The post holder is accountable to Head of Clinical Psychology 
Adult Mental Health.
THIS JOB DESCRIPTION DOES NOT CONSTITUTE PART OF A CONTRACT OF 
EMPLOYMENT.
SR/VLH
8 .1 .9 8 .
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Southampton Community Health Services NHS Trust 
in partnership with 
Southampton East Multifund
STONEHAM CENTRE 
Moorgreen Hospital
T OC A1 M 11 TI P ISC1P1 INARY SERVICE FOR BACK PAIN 
SERVICE SPECTFTCATION
ATM OF SERVICE
1.1 To provide an effective and efficient multi-disciplinary service for the relief of 
Back Pain, with a single point of referral, for Southampton East Multiftind 
Practices.
1.2 To encourage those with back pain lasting more than 6 months to work towards 
the regaining of as normal functioning as possible, and return to work or other 
personal development as appropriate.
DESCRIPTION OF THE SERVICE
2.1 Multi-disciplinary Team Membership
The service will be provided by a multi-disciplinary team initially comprising:
0.5 wte Senior Physiotherapist
0.5 wte Senior Occupational Therapist
0.5 wte Psychology Assistant
0.1 wte Clinical Psychologist
During the first 3 months of operation the team will work together to develop a 
detailed operational policy for the service and relevant assessment tools.
In addition to the assessment and treatment service, the team will act as an 
educational resource for Southampton East Multifund (SEM) GPS and members 
of their PrimaryHealthCareTeams. ( PHCT)
Administrative support to the service will be provided from the overall Stoneham 
Centre Administrative Team
2.2 Client Group
Those aged 16 - 65 years registered with the Southampton East Multifund 
Practices.
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2.3 Patient Numb ers
It is anticipated that 100 patients/ clients will be assessed during the first year. 
A rmTnrmrm of 6 and a maximum of 8 programmes of treatment will be run per 
year. Each programme will accept 8-10 people and last for 7 weeks, over one j 
hour session per week. There will be a minimum of 48 and a maximum of 60 
patients going through the entire programme in the first year.
3 REFE RRAL PROCEDURE
3.1 Referrals will be made to the multi disciplinary team using the agreed referral 
procedure and form. See Appendix 1.
3.2 Each GP will set clear objectives for their patient.
3.4 Other members of the Primary Health Care Team who wish to make referrals will 
contact the relevant GP, who will instigate the referral procedure in 3.1
4 DETAILS OF THE SERVICE TO BE PROVIDED
4.1 S ervice Provision
All patients will be referred to the Back Pain Service Team, for an initial 
assessment.
4.1.1 Each patient referred will have a one hour interview with each Team 
member
4.1.2 The results of the interviews will be collated by the Team
4.1.3 The patient will be invited to attend the next Back Pain Programme.
4.1.4 Each Back Pain Programme will take 7 weeks and follow an agreed 
course based on that of the Pain Management Centre, Gloucestershire 
NHS Trust.
4.1.5 Each Programme will take place over one morning or afternoon per 
week, according to patient needs and team availability. Each 
Programme will have an overall structure that can be tailored and 
developed as required.
4.1.6 If  for any reason the patient is not suitable to attend the next Back Pain 
Programme, the Team will contact the referrer to discuss the reasons for 
refusal Referral on to other professionals will be made, if appropriate.
4.1.7 Will be referred to a Consultant (orthopaedic surgeon, neurologist or 
rheumatologist, by the GP, following a formal request by the Team
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4.1.8 Will be referred on to a Pain Clinic, if appropriate.
4.1.9 Education programmes for relatives and carers will be a part of the overall 
Programme.
4.2 Links with other Services :
4.2.1 With the GP making referral
4.2.2 With Social Services Occupational Therapists for major Housing 
Adaptations.
4.2.3 With a range of employment, educational and vocational programme 
providers
4.2.4 With other Agencies, as appropriate to patient need
4.3 Details of the patient flow through the service are given in /vppendix 2.
5 MANAGEMENT ARRANGEMENTS
5.1 The Back Pain Team will be based in Stoneham Centre, Moorgreen Hospital.
The Service will operate sessions as follows:
8.30 a.m- 12.30 p.mM onday, (Wednesday and Friday - 8.30am-4.30pm)
Telephone Number: 01703 475195
Fax Number: 01703 475194
5.2 The Clinical Services Manager of the Tom Rudd Unit, will be responsible for the
day to day running of the service.
The Director of Occupational Therapy Practice for SCHS NHS Trust will assist 
her in the first six months in co-ordination and development of climcal input.
Professional accountability for each of the staff will be to their relevant Head of 
Profession.
5.3 Supervision and Training
5.3.1 Clinical Supervision will be provided as appropriate to the agreed 
standards for each clinical profession.
5.3.2 Staff working in the Team will have access to internal and external
development and training opportunities.
5.3.4 The SCHS Trust is working towards an Investors in People Award.
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5.4 Contractual Responsibilities
Southampton Community Health Services NHS Trust is responsible for the 
provision and maintenance of the accommodation and equipment for this Service, 
and will hold the contract for the Service.
6 LENGTH OF APPOINTMENTS
6.1 Initial assessments by individualTearn members are expected to last on average 
1 hour each.
6.2 Back Pain Programme will run for 3 hours, for each session conducted over the 
7 weeks.
6.3 Occupational Therapy Home Visits are expected to average 3.0 hours at the work 
or home address.
7 FEEDBACK
7.1 Information following assessment will be provided for the referring GP within 5 
working days.
7.2 A discharge summary will be provided for all disciplines to the referring GP.
7.3 Monthly Activity Reports will be collected by all disciplines are provided to the 
SEM Business Manager quarterly.
8 QUALITY STANDARDS
8.1 Access
Notification of appointment for assessment will be provided within 10 working 
days of receiving the referral.
8.2 Waiting times in clinic
8.2.1 Patients will be seen within 15 minutes of their appointment time
8.2.2 An explanation and apology will be given for any unavoidable delay
8.2.3 The relevant GP Practice will be mformed of non-attenders, and steps 
taken to resolve the situation if possible.
8.3 Research and Development Activity
8.3.1 Since this is a new service, monitoring of the process will need to be 
undertaken, through a six monthly Interim Report.
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8.3.2 Evaluation of the Clinical Effectiveness of the new Back PalK^ervice will 
he undertaken by Team members, in liaison with the Southampton East 
Multifund.
8.4 Activity data
Information will be provided to the SEM Office on a monthly basis
8.4.1 Number of referrals received
8.4.2 Number of patient contacts
8.4.3 Date of start of programme on which referred person has beenaccepted.
8.4.4 Time period to assessment
9 COMPLAINTS
9.1 Any complaints will be handled in accordance with the I rust s Complaints 
Procedure.
9.2 All complaints will be reported quarterly to the Southampton East Multifund 
Office
10 REVIEW
10.1 The Service will be reviewed after 6 months of operation
10.2 This service specification will be reviewed annually from April, 1998.
11 FURTHER DEVELOPMENTS
11.1 Links will be made with other appropriate services, in the local communities.
11.2 It is envisaged that this is the first phase of the service and further development 
work will continue to expand the service, when appropriate.
servspe.398/gr
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STOTSTFHAM PAIN SERVICE OVERVIEW
(A) SERVICE AIM
(1) To educate patients with basic information regarding the nature of their chronic 
back pain. (‘Chronic’ - see Inclusion/Exclusion criterion).
This will include an overview of the physiological, psychological, behavioural, 
functional and pharmacological components to pain.
(2) To empower patients to take a central role in managing and adapting to their pain 
and related difficulties.
(3) To facilitate the development of strategies for achieving short and longer term 
goals.
Initial assessment will focus on patients identifying three short-term goals which they will 
work towards achieving during the group programme, ie daily short walks and/or sticking 
to a simple exercise programme, contacting sports centres, swimming pools, voluntary
organisations, etc for information on what they can offer, getting involved in daily
housework chores.
Important that these short-term goals are realistic and attainable and do not overstretch 
the capacities of patients ........ success will foster confidence, positive thoughts, beliefs
and attitudes towards what they can achieve in the future if they plan and structure their 
actions.
‘Relapse prevention’ will focus on patients identifying long-term goals and working 
together to plan strategies for achieving them following ceasation of the group programme 
ie using public transport to go to the swimming pool twice weekly, arranging to meet 
other group members to attend the Occupational Rehab Unit at the Southampton General 
Hospital, getting involved in a voluntary organisation for a few hours each week.
Follow-up assessment will look at if these long-term goals have been achieved and, if  not, 
then working with the patient to consider alternative goals and/or strategies for success.
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SERVICE PROVISION
I) Patients
- Service will be provided according to Inclusion/Exclusion criterion. 
Assessments
Service aims to assess within the area of 50-100 patients (up to February 1999)
- Following assessment (if appropriate) patients will be>
- offered a place in the group programme
- offered limited individual work in order to prepare them for a subsequent 
group programme
- CPs will be contacted regarding the outcome ol the assessment process
- Patients who are unsuitable for the group programme will be informed/advised 
about this decision and referred back to their GP.
Group Programme
- The group programme will run over 7 weeks (once weekly).
- Each group will include a maximum of 10 patients.
- Each group session will last up to 3 hours following a structured format, with 
regular breaks.
- Each patient will be offered a 3 month follow-up after the group.
Post Group
- Each patient will be offered advice and information about short and longer term 
strategies for managing their pain.
- Patients will be given information about further services deemed to be of use.
n )  g p
- GPs will be offered educational sessions about the service.
- Consultation and feedback will be offered regarding referrals and patients seen.
- Regular feedback sessions will be offered with service updates and overviews.
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(C) SERVICE EVALUATION
- The Psychologists will oversee evaluation of this service.
- There will be 2 components to service evaluation:-
(1) Quality standards
(2) Patient outcome/feedback
- To be reviewed at regular intervals.
I) Quality Standards
- A number of quality standards will be evaluated and monitored over the course 
of the programme, eg time taken for patients to be seen, therapists activities, etc.
- These standards will be monitored using TIARA (Darren Windsor to take 
responsibility for overseeing this project).
- Regular feedback will be reviewed by the psychologists and team members and 
discussed with the GPs to shape activities.
c
II) Outcome
- Outcome will be measured using a member of variables
- Patient satisfaction measures
- Questionnaire data - feedback pre and post group
- Patient feedback - on GP visits, medication, feelings about the service offered
- Staff and GP overview of service
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COGNITRT-BEHAVTOTTRAL THERAPY
The primary aim of a cognitive-behavioural approach to individual or 
group work with chronic pain patients is to develop on the part of the 
patient a reconceptualisation of his or her pain.
This reconceptualisation should be from a view of the pain as a 
medical symptom that is all encompassing and uncontrollable, to a 
positive belief and understanding that their pain is, at least, partially 
subject to the patients control.
Such reconceptualisation and development of new positive beliefs is 
the foundation upon which short-term and long-term goals can be 
achieved through the application of newly acquired skills and problem 
solving strategies by patients post treatment.
Appendix 6
1st Draft Pain Management Protocol RetfProtocoi
1. Receive assessment from G.P
2  Log receipt in book and allocate patient no.
3. Book into free appointment slots for psychological & physio, either by 
telephone or letter.
4. Raise clinical diary sheet to record all actions i.e. telephone/assess./letter 
with patient, attach to all current paperwork, place m plastic folder and file 
in concertina file and fill in Tiara.
5. Send appointment details, questionnaires and leaflets to patient.
6. Physio and Psych, assessment will determine whether O/T and pharmacy
assessments to proceed.
7 Make O/T and pharmacy assessment appointments if relevant.
8. Send letter/report of acceptance/rejection to G.P and patient, inform of 
date of next programme if relevant..
9. Patients attend group.
10.Patients attendance and progress monitored and recorded each week
following team feedback.
11.Patients evaluation and time 2 measure to be collected during last group.
session.
. 12.Physio follow up and assessment at 3 months. 
13.Monitor and evaluate all outcome measures throughout and use for report 
to  G .P's
1 4 .Discharge/Summaiy reports to patients G.P
9
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BACKPAIN CLINIC PROCESSING
Action
1. Referral received Log referral and G.P.
Acknowledgem ent
2. A ssess  initial suitability from letter - 
exclusion/inclusion criterion.
3.
4.
5.
6 .
7. Patient included on Group programme 
list.
8. Group Programme due to  com m ence.
9. Group Programme begins
10. Group finishes and questionnaires 
re-administered.
Send assessm en t appointment or 
discuss further with G.P.
Appointment logged.
Questionnaire sent.
A ttendance logged.
Questionnaires scored. Clinical 
meeting;patient included/excluded.
Post-assessm ent report to G.P. 
Patient's  nam e place on group list.
Patient sen t confirmation and propos 
s tart date. Literature given to read in 
Interim.
Patient sen t reminder letter and opt 
slip to  return.
G.P. informed of patient a ttendance.
G.P. contacted  with up-date report, 
questionnaires scored and compared 
to pre-group scorrings.
Patient offered an assessm en t appoint­
m ent and pre-assessm ent questionnaire.
Patient a ttends  for assessm ent.
A ssessm en t completed and 
questionnaires completed.
G.P.informed of outcom e of a ssessm en t.
11. Clinician's review of Group. Clinical log completed. Group program!
reviewed to  inform overall service 
evaluation.
12. Follow-up session offered Questionnaires re-administered.
(3-months) G.P.informed of outcom e.
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APPENDIX 6 - PATIENT PROCESSING
1. The referral letter was received and logged and an initial decision re. 
suitability was made by the team. Further information was requested if 
required and clearly unsuitable ones were sent back to the GP or alternative 
services were suggested e.g. local back pain support groups. Suitable referrals 
were sent an assessment appointment explaining the nature o f the service and 
what the assessment and subsequent group programme might entail.
2. The patient was asked to opt in to the service and sent a batch of pre­
assessment questionnaires to complete and bring with them to their initial 
appointment.
3. The patient was assessed by the pharmacist, physiotherapist and psychologist 
over the course of a morning or afternoon at the centre. The group programme 
was explained and the patients were given an opportunity to ask questions or 
to go away to consider whether they wanted input from the service at this 
time. Some patients were also given further information about alternative 
services or regimens they might benefit from if it was apparent they were not 
suitable for the group programme offered. The OT assessment was completed 
later at home for those patients who were to be accepted on to the programme, 
thereby saving time and costs of.domiciliary visits.
4. Post Assessment the team members would meet to discuss the patient and their 
suitability. A decision was then made about their inclusion in the programme 
and a letter written to the referrer informing them of the decision or suggesting 
alternatives or what additional services may be required before the patient 
might be agreed suitable for the group. An assessment report was then 
forwarded and for those to be included in the group an appointment sent 
informing them o f the start date of the group and asking them to confirm they 
wished to be included.
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"BærakRAL FÔR STONEHAM CENTRE PAIN MANAGEMENT PROGRAMME
PATIENT NAME FIRST LANGUAGE:
ADDRESS POSTCODE:
TEL HOME WORK I DOB
M/F
DURATION OF CURTENT EPISODE OF LBP Under 1 year
1 -2  years
Over 2 years
PREVIOUS INTERVENTIONS & OUTCOMES 
FOR LOW BACK PAIN.
(PLEASE INCLUDE OUTCOMES & DATES)
Injections: facet j oints, epidurals, blocks:
Ptivsiotherapv ......
Chiropractic /  Osteopathy
Orthopod / Rheumatologist
Surgerv (please state)
Pain Clinic Other (Please state)
PREVIOUS INVESTIGATIONS FOR BACK . 
PAIN & RESULTS:
(PLEASE ENCLOSE COPIES)
X-rav
Blood Tests
MRI'CT ' -
Other (Please state)
HOME CIRCUMSTANCES Living with Partner/Spouse
Children Number Ages-
Main Carer for ill /  dependent relatives
Single
Divorced /  Separated /  Widowed
.AST MEDICAL HISTORY Systemic Steroids
Respiratory
-
Operations Anticoags
"Cardiovascular Past Psychiatric History
Epilepsy Diabetes , • • -
Osteoporosis Other (Please state)
LL CURRENT. MEDICATION:
ALLERGIES:
ORK SITUATION Working F/T Présent Occupation:
Working P/T
Not working due to back pain Previous Occupation:
Retired-
lomewoiker
Dther (Please state)
^meats-teg. "Reason for referral)
s  patient has had the nature of pain.managément explained & is willing to take part in a programme if found to be suitable 
;y  have no knowirmedicai, physical or psychological limitations which may affect their ability to take part ________
INCLUSION CRITERIA
• Patient aged 16 - 70 years
• Present episode of low back pain > 6 months and < 5 years
• Patient motivated to want to tacMe their situation themselves 
Patient accepted that there is no further treatment at present
• Patient able and willing to attend once weekly for 7 weeks 
Patient has had appropriate investigations and no more pending 
Patient able to walk over 30 metres unaided
Patient able to get up from floor unaided 
Patient willing to be seen in a group setting
• Patient willing to be involved in ah educational programme
EXCLUSION CRITERIA
• Ongoing course of Osteopathy, Chiropractice, Physiotherapy
• Those patients looking for a cure and convinced further treatment is next step 
Recent onset /  worsening neurological signs
Pain due to malignancy
• Patient appropriate for further treatment Consultant, Physiotherapy, etc 
Psychiatric history: suicidal; very depressed; dementia; personality disorder 
Current history of drug I alcohol abuse
Surgery (unless permission of surgeon)
Inflammatory pathology eg RA, AS
• Instability eg Spondylolythesis, -Grade 3 or 4 
Pregnancy
Ongoing litigation
PRECAUTIONS
* Cardiovascular problems - eg MI; Angina; high/low blood
Respiratory problems - Asthma; bronchitis; shortness of breath 
Medical conditions (Please state) - /
, Problems with other joints
IF YES TO ANY OF THESE PRECAUTIONS, ASE THEY IZEEL-Y TO AFFECT 
PATTRNTS AB TU TY  TO TAKE  PART IN AN EZERŒSE PBG’Œ A M M E?
‘BACK ON TRACK’ PAIN MANAGEMENT PROGRAMME 
PSYCHOLOGY ASSESSMENT DOCUMENT-(PH ¥ - ’98)
PATIENTS NAME .......... ..............................................................
DATE OF BIRTH............................................. . GENDER.... :...........
DATE OF ASSESSMENT.....................................'..........................
■
PATIENTS FAMILY/WORK/SOCIAL ENVIRONMENT:
GENOGRAM-MALE = □  FEMALE = O  .
BRIEF HISTORY OF PATIENTS CHRONIC PAIN (DURATION, EPISODES, 
TREATMENT, PHYSICAL PROBLEMS):
BEHAVIOURAL CHANGE AS A CONSEQUENCE OF PAIN
“HOW DOES PAIN AFFECT YOUR DAY-CHORES/WORK/HOBBIES/LEISURE/ FAMILY?”
“HOW DOES PAIN AFFECT YOUR WEEK- CHORES/WORK/SLEEPING/LEISURE/FAMILY?”
“WHAT MAKES YOUR PAIN BETTER/WORSE?1
PATIENTS BELIEFS REGARDING THEIR PAIN
“HOW DO YOU VIEW YOUR FUTURE REGARDING YOUR PAIN?”
“WHAT DO YOU BELIEVE/UNDERSTAND TO BE THE CAUSE OF YOUR PAIN?”
“WHAT DO YOU BELIEVE/UNDERSTAND NEEDS TO BE DONE TO REDUCE/STOP YOUR PAIN?”
j rx j jjJ V 'ju L u .- i^ x  v
PSYCHOLOGICAL EFFECTS OF PAIN ON PATIENT: NEGATIVE CORRELATES 
AFFECTIVE COMPONENT ~ “WHAT IS YOUR MOOD WHEN PAIN IS AT ITS MOST SEVERE/WORST?”
ASSOCIATED COGNITIONS - "WHAT ARE YOUR THOUGHTS/BELIEFS WHEN YOU HAVE THESE
FEELINGS/EMOTIONS?”
MOTIVATION - “HOW DO THESE THOUGHTS AND FEELINGS AFFECT YOUR 
' MOTIVATION/ENERGY?”
BEHAVIOUR - “WHAT DO YOU DO/HOW DO YOU BEHAVE DURING THESE TIMES/EPISODES?”
SOCIAL REINFORCMENT - “HOW DO FAM3LY/FRDENDS REACT/BEHAVE WHEN YOU EXPERIENCE
SEVERE PAIN?"
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PSYCHOLOGICAL EFFECTS OF PAIN ON PATIENT: POSITIVE CORRELATES 
. AFFECTIVE COMPONENT - “WHAT IS YOUR MOOD WHEN PAIN IS AT ITS LEAST SEVERE/BEST?”
ASSOCIATED COGNITIONS - ’’WHAT ARE YOUR THOUGHTS/BELIEFS WHEN YOU HAVE THESE
FEELINGS/EMOTIONS?”
MOTIVATION - “HOW DO THESE THOUGHTS AND FEELINGS AFFECT YOUR 
MOTIVATION/ENERGY?”
BEHAVIOUR - “WHAT DO YOU DO/HOW DO YOU BEHAVE DURING THESE TIMES/EPISODES?”
SOCIAL REINFORCMENT - “HOW DO FAMILY/FRIENDS REACT/BEHAVE WHEN YOU EXPERIENCE
NO/THE LEAST AMOUNT OF PAIN?”
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COMORBIDITY:
DEPRESSION (B l /  UNI-POLAR)
ROLE LOSS - COGNITIONS/FEELINGS/BEHAVIOUR
ANXIETY
ANGER/HOSTILITY
PSYCHIATRIC HISTORY - HELP SOUGHT
MOTIVATION
“WHAT ARE YOUR THOUGHTS ON PARTICIPATING IN THE PAIN MANAGEMENT PROGRAMME?”
WHAT ARE YOUR THOUGHTS ON PARTICIPATING IN A ‘GROUP’ SETTING WITH OTHER PATIENTS?”
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GOAL SETTING
“WHAT SHORT TERM GOALS DO YOU WANT TO ACHIEVE ON THE PAIN MANAGEMENT 
PROGRAMME IN REGARDS OF YOUR DAILY AND WEEKLY ROUTINE AND YOUR PAIN?”
“WHAT LONG TERM GOALS DO YOU WANT TO ACHIEVE IN REGARDS OF YOUR FUTURE AND 
.YOUR PAIN?”
ADDITIONAL NOTES
A p p en d ix ^  :
PROGRAMME EVALUATION
QUALITY STANDARDS
(1) USE OF H EA LTH  CARE RESOURCES - concerned with patients’ level of
continued use of various types of health care services following treatment:
(a) Pre-treatment attendance - prior 6 months
(b) Post-treatment attendance - following 6 months
(c) Follow-up evaluation of attendance - up to 12 months
(2) ADM INISTRATIVE EVALUATION - ensuring that letters, reports, 
assessment and intervention details are sent to G.P.S. This component w ill also 
examine and ensure that time on waiting lists is minimised
(3) GROUP PROGRAM M E PROCESS - number of patients’ included,
individual patient attendance, 
numbers of questionnaires returned, 
numbers of patients in groups
(4) PATIENT SATISFACTION - are patients satisfied with the service provided, 
did it m eet their needs, was programme content useful and practically 
applicable
(5) GOAL ACHIEVEMENT - did patients achieve their realistic goals, were they 
maintained post-treatment, did patients develop and achieve new goals 
through applying skills acquired during treatment
(6) R ELA PSE PREVENTION - did treatm ent maintain a positive physical, 
psychological and social outcome following termination, did the relapse 
prevention component achieve its aims
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PROGRAMME EVALUATION
THE EVALUATION PROCESS W ILL EXAMINE:
(1) PRODUCTIVITY STATUS - reflecting the practical impact of the 
programme on patients served
(2) PHYSICAL ACTIVITY - programme effectiveness should lead to an increase 
in positive desirable activities
(3) PSYCHOLOGICAL ADJUSTMENT - standardised psychological measures 
that evaluate levels of depression, self-efficacy, anxiety, perceived control, etc.
(4) PATIENTS’ ASSESSMENT OF PAIN - concerned with the sensory, cognitive 
and affective (mood) components of pain
(5) USE OF M EDICATIONS - a common goal o f many pain treatment 
programmes is to reduce dependence on or misuse o f pain medications
(6) IMPROVED INDEPENDENCE IN  ACTIVITIES O F DAILY LIV IN G  - to 
he addressed by the Occupational Therapist, looking at potential for return 
to gainful employment
(7) INCREASED SOCIAL ACTIVITY - increases in  patients’ social and 
recreational activities are closely associated with individuals’ perceptions of 
the quality of their lives
DATA W ILL BE COLLECTED PRE-, POST- AND FO LLO W  UP TO THE  
TREATM ENT PROGRAM M E
MEASURES W ILL ADDRESS BO TH  SUBJECTIVE AND OBJECTIVE  
COMPONENTS FO R ANALYSIS AND EV ALUATION
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Appenuix j l v
Back on Track
Evaluation o f  P a in  M anagem ent P rogram m e
Your opinions and comments of the pain management course are invaluable m providing 
us with information about the usefulness of the programme, and whether or not we need 
to make adjustments and changes to the content and form of the sessions. In order G)r us
to plan successful future back pain programmes, we would appreciate y o u r  comments o
the following:-
• Did you find the group sessions to be:- too long/ too short/ about right?
• If  you found the sessions too long, was this for any specific reason such as, 
concentration began to wander; sitting for too long increased pain; length of session 
interfered with other commitments etc.?
• Do you consider that the topics covered were aimed at the right level, i.e. were they 
presented as too simple/ too complex?
• Have you read the handouts you were given?
• If  you have read the handouts, have you found them useful?
* Which parts of the course were most helpful?
• Which parts of the course were least helpful?
Were there any topics that you would like to have spent more time on? If so, what 
were they?
Appenuix ±v
.  Were there any topics which you would have preferred to have spent less time on, or 
even have excluded from the sessions? If so, what were they?
.  Were there any topics that you would have liked discussed that were not mcluded m 
the programme? If so, what were they?
• Any other comments?
Please indicate how helpful you found the pain management programme by circling a 
number on the scale below, with 10 being ‘extremely helpful’, and 1 being not at a
helpfuF
Not at all 
helpful 
1 2 3 4 5 6 7
Extremely 
helpful 
8 9 10
The time spent discussing things as a group 1 2 3 4 5 6 7
8 9 10
Being part of a group was . 1 2 3 4 5 6 7
8 9 10
I found the staff on the programme to be 1 2 3 4 5 6 7
8 9 10
Overall, did you find the course 1 2 3 4 5
6 7 8 9 10
THANK YOU FOR YOUR HELP
^ p j J C J L l U J U V  JLJL
BACK ON TRACK
STONBHAM CENTRE PAIN MANAGEMENT PROGRAMME
♦  Inside this booklet are a number of questionnaires which are designed to give us 
information as to how your back pain is affecting your every day life.
♦  Please answer all of the questions and bring the completed booklet with you when 
you attend for assessment.
♦  If  you are unsure about how to answer any of the questions, please telephone the 
department.
♦  When you have finished, please check to make sure that you have answered all the 
questions.
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A p p e n d ix  i l
This is a list o f  phrases w hich other patients have used 
to express how they view their condition.
Please indicate the extent to which you agree w ith each statement:
STRONGLY
DISAGREE
1
SOMEWHAT
DISAGREE
2
SOMEWHAT
AGREE
3
STRONGLY
AGREE
4
1 Pm afraid that 1 might injure myself if I exercise 1 2 3 4
2 If I were to try to overcome it, my pain would 
increase
1 2 3 4
3 My body is telling me I have something 
dangerously wrong
2 3 4
4 "My pain would probably be relieved if I were to 
exercise
1 2 3 4
5 People aren’t taking my medical condition 
seriously enough
2 3 4
6 My accident has put my body at risk for the rest 
of my life
1 2 3 4
7 Pain always means I have injured my body 1 2 3 4'
8 Just because something aggravates my pain does 
not mean it is dangerous
1 2 3 4
9 I’m afraid that I might injure myself accidentally 1 2 3 4
10 Simply being careful that I do not make any 
unnecessary movements is the safest thing I can do 
to prevent my pain from worsening
2 3 4
11 I wouldn’t have this much pain if there wasn’t 
something potentially dangerous going on in my 
body
1 2 3 4
12 Although my condition is painful, I would be 
better off if I were physically active
1 2 3 4
13 Pain lets me know when to stop exercising so 
that I don’t injure myself
1 2 3 4
14 It’s really not safe for aperson with a condition 
like mine to be physically active
2 ' 3 4
15 I can’t do all the things normal people do because 
it’s too easy for me to get injured
1 2 3 4
16-' Even though something is causing me a lot of 
pain, I don’t think it’s actually dangerous
1 2 3 4
17 No one should have to exercise when he/she is in 
pain
1 2 3 4
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W E E K !
W EEK  2
W EEK  3
W EEK  4
W E E K S
W EEK  6
W E E K ?
W E E K S
COURSE OUTLINE
Introduction to the Programme 
Introduction to Exercise 
Stress and Relaxation 
Diaphragmatic Breathing
Pacing Activity 
Seating
Exercise Session 
Deep M uscle Relaxation
Goal Setting 
Lifting
Exercise Session 
Deep M uscle Relaxation
Pain Pathways 
Gate Control Theory of Pain  
^Options' Session 
M id Course Evaluation
Thoughts and Feelings 
Drugs and Doctors 
Exercise Session 
Self Hypnosis for Pain  
Pain  and Sex
Benefits of Exercise 
Fitness
Exercise Session 
Relatives Session 
Self Hypnosis for Pain
Activities
Pain Behaviours and Communication 
Exercise Fitness Circuit 
Autogenic Relaxation
Beds and Sleeping 
Sleep
Autogenic Relaxation 
Flare-up Plans 
Evaluation
OPTIONS 
Dietitian  
DSS Benefits 
Orthopaedics
TNS
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Patient Demographics Appendix 13
Patients Assessed -  Unsuitable Patients Assessed -  Suitable
Initials Gender Age Initiais Gender Age
G.B M 61
Group 1J.B M 64
D.C M 45
T.C F 46 A.H M 31
1C M 54 J.H F 51
S.F M 33 L.R F 50
S.F M 36 P.R M 45
A,G M 59 A. S M 42
D.G M 55
Group 2K.G M 38 .
KG F 36
P.H F 45 C.R M 65
M.K M 42 S.S F 61
S.L M 47 KB M . 38
D.M F 36 M.H M . 29
C.P M 47 A S F 50
A.P M 30 H.H F 25
S.S M 35
Group 3N.S M 57
KT M 35
LW M 37 S.S F 48
W.H M 47 C.G F 45
B.D M 34 C.G F 46
K.B F 31 K .0 M 47
A.B F 44 J.R F 31
F.B M 56 D.G F 37
P.M M 30 S.D F 40
AJ4 F 45 G.H M 40
D.O . F 40 B.C F 53
G.W ’ M 32
C.P M 46
H.W M 41 a
K.A . M 23
C.C M 60
Of 34 males assessed, 26 were unsuitable. Of 20 females assessed, 12 were suitable.
Pts. Unsuitable
No. Females =  8 
No. Males = 26
Mean age of Pts. assessed = 43 . 2 yrs
Pts. Suitable
No. Females = 12 
No. Males =  8
Mean age o f Pts. assessed = 43 . 7 yrs
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Appendix 14 Measures Used to Evaluate Groups 1 & 2.
BDI - Beck Depression Inventory, which measures the severity of depressive
symptomatology, the lower the score, the lower the severity of 
depressive symptomatology. Thus we would hope to see a reduction in 
patients scores following intervention.
TSK - Measures the level of activity related to Tear avoidance’. Again, the
lower the score, the lower the fear avoidance behaviour so, we would 
hope to see a reduction in patient’s scores following intervention.
SF36 - Measures patients self reported perceptions of a range o f functions, as
a percentage of 100. Functions include:-
P.F - PHYSICAL FUNCTIONING
P.R - PHYSICAL ROLE
B.P - BODILY PAIN
G.H - GENERAL HEALTH
V VITALITY
S.F - SOCIAL FUNCTIONING
E.R - EMOTIONAL RESPONDING
M.H - MENTAL HEALTH
The higher the score, the higher the level o f functioning. Thus we would hope 
to see an increase in scores following intervention.
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PART IV
RESEARCH DOSSIER
An Examination of the Cognitive Aspects 
Of Bipolar Aifective Disorder
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ABSTRACT
Treatment of psychotic illness has, to date, been dominated by biomedical 
interventions. Work in the field of schizophrenia has demonstrated that 
psychological factors have a role to play initiating and maintaining psychotic 
disorders. This work is now beginning to be extended to bipolar affective 
disorder. Psychotic experiences are thought to lie on a continuum of normal 
cognitive processing. This study aims to explore cognitive factors involved in 
bipolar affective disorder, examining the beliefs that people hold about 
themselves, others and the world.
Twenty-two participants with a diagnosis o f bipolar affective disorder were 
recruited and asked to complete a battery of seven standardised questionnaires 
on six occasions, over a six-month period. Two of the questionnaires were 
used to assess and classify mood in terms of mania, depression or euthymia 
(remission). The other five questionnaires focussed on self-esteem; negative 
evaluative beliefs; assumptions; locus of control and social comparison. A 
comparison (control) group was also recruited, which was age and gender 
matched with all participants who were euthymie at time point one (i.e., 
completion of the first set of questionnaires).
Results showed that that only in certain areas are beliefs affected by mood. 
Self-esteem was lower in depression. There were some significant changes in 
measures as mood shifted but not where it stayed the same. Negative self-self 
and self-other evaluative beliefs were higher in depression compared to 
euthymia, but mania had the highest level o f negative self-other and other-self 
evaluative beliefs. In depression, people compare themselves less favourably 
to others and in mania more favourably. Depression and mania are associated 
with the greatest degree of dysfunctional assumptions in the areas o f 6Love’. 
Dysfunctional attitudes towards ‘Approval’ and ‘Omnipotence’ are held in 
mania and towards ‘Autonomy’ in depression. Overall the ‘Total’ levels of 
dysfunctional assumptions are greater in depression compared to euthymia. 
Locus of control over health was more internal in mania. Mania was 
associated with more anxiety than depression. Beliefs of bipolar patients were
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less extreme/dysfanctional compared to unipolar depression. There were no 
differences between the beliefs o f bipolar affective disorder patients when 
euthymie than matched controls other than euthymie patients felt their health 
to be less influenced by ‘chance’ and more influenced by the actions of others 
than non-psychiatric controls.
Findings suggest that cognitive factors do play a part in bipolar affective 
disorder and specific cognitive interventions may have a role in treatment of 
this illness. Improving patient’s efficacy for controlling their illness may be a 
target for therapy, particularly in relation to specific mood states. Increasing 
awareness through monitoring and working on cognitive factors that 
influence, or arise from, mood state may help people gain a greater sense of 
efficacy over this debilitating illness.
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1. INTRODUCTION
The phenomenology of mental illness has traditionally been formulated in terms of 
a biomedical model. Psychological theories exploring the manifestation and 
maintenance of mental disorder have begun to play an increasingly important role 
in the understanding of severe mental illness. In particular, psychosis 
(schizophrenia), a typically medical stronghold, has begun to be explored from a 
psychological perspective. Current opinion now suggests that the experience of 
psychosis is not qualitatively different from normal experiences, but lies on a 
continuum of normality (Fowler, Garety & Kuipers, 1995; Chadwick, Birchwood 
& Trower, 1996). This conceptualisation offers a chance to apply a more 
psychological understanding to other psychiatric disorders.
Medical theories and interventions have also dominated affective psychosis. 
Recent advances in psychosis have begun to inform our understanding of affective 
psychosis. Characteristics common to both schizophrenia and affective psychosis, 
such as grandiosity, ideas of reference and paranoia, suggest there may be similar 
underlying processes at work. We can then apply the continuum model to both 
conditions and consider how bipolar affective disorder relates to normal thought 
processes.
1.1 Bipolar Affective Disorder
1.1.1 Diagnostics
Bipolar Affective Disorder or Manic Depression, as it is commonly known, 
encompasses a wide range of presentations from the subsyndromal to severe 
psychosis including delusions and hallucinations (Depue, Slater, Wolfsetter- 
Kausch, Goplerud & Farr, 1981). There is a recurrent pattern of fluctuating mood, 
which includes mania and depression. Table 1 outlines the main characteristics of 
Bipolar Affective Disorder (TCD 10 - Classification of Mental & Behavioural 
Disorders, 1994, p 125).
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Table 1 ICD-10 Classification of Bipolar Affective Disorder.
Bipolar Disorder is characterised by two or more episodes in which the 
patient’s mood and activity levels are significantly disturbed, this disturbance 
consisting on some occasions of an elevation of mood and increased energy and 
activity (hypomania or mania) and on others of a lowering of mood and 
decreased energy and activity (depression). Repeated episodes of hypomania or 
mania only are classified as bipolar.
* Mood is elevated/lowered to a degree that is definitely abnormal for the 
individual concerned and sustained for a specified time (depending on the 
diagnostic category).
Typically, mania is associated with heightened mood, pressure of speech, 
increased activity or agitation, thought racing, reduced need for sleep, paranoia, 
disinhibition leading to hyper-sexuality, risk taking or overspending (Chamey & 
Weissman, 1988). Mania can be categorised into three forms, depending on 
severity and intensity -  hypomania, acute mania and chronic mania (Goodwin & 
Jamison, 1990). In hypomania, the person is self-confident and volatile with 
underlying irritability. Agitation and over-activity is followed by a flow o f ideas 
accompanied by impaired judgement (Palmer, Williams & Adams, 1995). In acute 
mania, mood is elevated but more fluctuating and the level of agitation or 
aggression may increase. Thinking can become fragmented and distracted, and at 
times psychotic. Grandiosity or paranoid delusions can be another feature. 
Hallucinations can also accompany impulsive and paranoid behaviour. 
Medication may be required at this time but usually the manic phase is self- 
limiting. It can, however, progress to chronic mania, with ever increasing 
cognitive impairment (Goodwin & Jamison, 1990).
The depressive phase is characterised by opposite cognitions, feelings and 
behaviours to the manic phase. Again the severity can range between mild
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physical and mental slowing through to profound catatonic stupor, together with 
delusions and hallucinations. Notable symptoms are changes in sleep pattern, 
reduced energy, anhedonia, low mood, and thoughts and/or feelings of inadequacy 
or low self worth (Depue & Monroe, 1990). Unlike unipolar depression (where no 
mania occurs), depression associated with bipolar disorder is likely to be shorter in 
duration, have an earlier age of onset, be more psychotic in nature, and have a 
wider, more variable and fluctuating range of symptoms (Goodwin & Jamison, 
1990).
1.1.2 Epidemiology
The estimated prevalence of bipolar disorder is 1-2% of the population, equal 
between genders and onset most likely during the 20’s (Boyd & Weissman, 1981). 
For most people the illness is recurring and life-long, although some only 
experience one episode (Weissman, Leaf, Tischler, Blazer, Kamo, Bruce & Florio, 
1988). Fluctuation in mood state is idiosyncratic but abrupt shifts between mood 
state are not unusual (Lyon, Startup & Bentall, 1999). Women tend to experience 
more depressive episodes and men tend to have more manic ones (Angst, 1978). 
Cycle length, as defined by the time between onset of one episode to the next, 
varies between individuals, but once established for that individual it tends to 
remain fairly fixed (Roy-Byme, Post, Uhde, Porcu & Davis, 1985).
Rapid cycling bipolars experience more fluctuating and abrupt mood shifts. They 
may experience four or more episodes over a 12-month period. This is more 
commonly seen in later years over the course of the illness, and is more common 
in women. It has been suggested that rapid cycling should be classified separately, 
as it tends to have a different pharmacological response profile. Others argue, 
however, that rapid cycling represents an extreme form o f manic depression 
(Goodwin & Jamison, 1990). Even if the period between manic and depressive 
episodes is symptom free (euthymia), there is still contention as to whether this 
represents a return to psychological health. Despite treatment, between 30-50% of 
patients experience relapse (Keller, Lavoni, Coryell, Endicott & Mueller, 1993) 
and medication non-compliance can increase this rate (Scott, 1995). Suicide is
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always a risk so effects of the illness have to be taken seriously (Goodwin & 
Jamison, 1984).
1.1.3 Treatment
Interventions for bipolar disorder are mostly medical in nature since the disorder is 
seen to relate to alterations in activity in one or more of the primary 
neurotransmitter systems (Silverstone & Romans-Clarkson, 1989). Only few 
medications have proved effective. Of these, Lithium is the most commonly 
prescribed mood stabiliser, which can be used in conjunction with neuroleptics, 
such as Chlorpromazine. Lower doses of Lithium can be used to maintain mood 
stability over time. Lithium does have side-effects and is not the treatment of 
choice for everyone. Anti-depressants are also used to manage the depressive 
phases of mood. A delicate balance must be struck between medications, as using 
anti-depressants may induce a manic episode (De la Fuente, Berlanga & Leon- 
Andrade, 1986).
Education about bipolar disorder appears to be the cornerstone to any intervention 
(Colom, Vieta, Martinez, Joquera & Gasto, 1988). Explanations about the side 
effects of medication are important in combating non-compliance and 
acknowledging the loss of the manic ‘high’ that goes with compliance. Mania can 
be experienced as positive (Scott, 1996), so asking a patient to give it up can be 
problematic. During mania, patients experience increased energy and wellbeing, 
which may convince them that they are subjectively well and may undermine the 
need to comply with medication. Helping patients to monitor their mood state can 
be crucial in moving them towards more active and realistic management of their 
condition (Molnar, Feeney & Fava, 1988).
1.2 Psychological Models
A number of psychological models attempt to explain bipolar disorder. Goodwin 
and Jamison (1990) postulate that people with a diagnosis of bipolar disorder
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experience an exaggeration of normal emotion, which, is eminently explainable in 
psychological terms. They suggest that:
‘"Despite its indisputable biological roots, bipolar affective disorder -  as 
experienced by patients and as expressed to the world -  is exquisitely 
psychological” (Goodwin & Jamison, 1990, p 245).
Psychological models o f bipolar disorder are still in their infancy. Historically they 
draw on psychodynamic formulations. These will now be explained.
1.2.1 Psychodynamic Models
Psychodynamic theorists argue that the same psychological process underlies 
mania and depression (i.e., that they are both mechanisms for trying to maintain an 
internal equilibrium). Mania has been viewed as an extreme defence against, or a 
reaction to, depression (Abraham, 1911/1927). Freud (1950) expanded this and 
suggested that bipolar disorder results from loss, with thé ambivalent feelings 
towards the lost object being introjected (Freud, 1917/1950). When anger is 
directed towards the ego, which has incorporated the lost object, depression (or 
melancholia) results. Mania is the result of the ego surmounting the lost object 
when the energy that has been bound up in the painful suffering of depression is
released.
Rado (1928) suggested that mania and depression are precipitated by loss of an 
important object, leaving the person feeling rejected and disregarded. Proposed 
personality characteristics of bipolars, such as narcissism, and a focus on what 
others think o f them, also exacerbates their emotional response. People with 
bipolar disorder were deemed to be emotionally shallow and inept at forming 
meaningful relationships (Aleksandrowicz, 1980). Psychoanalysts proposed that 
people with this condition were therefore unsuitable for treatment. Only a few 
keen practitioners have suggested ways in which the psychodynamic model may 
be applied (Janowsky, el-Yousef & Davis, 1974).
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1.2.2 Mania as a Defence
Mania has come to be seen as a defence against unpleasant feelings, particularly 
those in relation to threats to self-esteem (Winters & Neale, 1985). 
Psychodynamic theorists suggest that mania can bring about an inflated and 
unrealistic sense of self-importance, which helps to defend against external threats 
to self-esteem. The mechanism for defence has been thought to be denial 
(Jacobsen, 1953; Klein, 1968), with denial being effective in mania but failing in 
depression.
Other theorists expand the notion that mania is linked to threats to self-esteem. 
Zigler and Glick (1988) and Bentall, Kinderman and Kaney (1994) report that 
mania is a defence against depression. The idea of the ‘manic defence’ continues 
to be a popular one (Winters & Neale, 1985). It is proposed that even when manic 
there remains an underlying low self-esteem, that is masked by mama and is 
difficult to access by traditional measures of self-esteem. The Pragmatic Inference 
Test measures self-esteem indirectly (Winters & Neale, 1985) by looking at 
patterns of causal attribution. Conclusions from this test consist of information that 
is not stated directly and need not logically follow from the original statements. 
People go beyond the information given and make tacit assumptions about an 
event or a person, and may be influenced by underlying information processing 
factors. Implicit information about a person’s processing or self-esteem may be 
gained.
Winters and Neale (1985) suggest defensiveness with regard to reports of self­
esteem: Remitted manies show a pattern consistent with low self-esteem (i.e:, 
positive events are due to external factors, and negative events due to internal 
factors). Low self-esteem was deemed characteristic o f the disorder in all phases.
Néale (1988) hypothesises that it is unstable or variable self-esteem (rather than 
just low self-esteem) coupled with unrealistic expectations for success that 
predisposes people to a bipolar illness. Changes in self-esteem are linked to 
changes in external events, which act as a catalyst for illness. Previous results can 
be explained in terms of a response to a situation that could activate low self­
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esteem (e.g., attending hospital where they had been an inpatient, failure cues on 
tests, etc).
Grandiosity associated with mania is thought to keep distressing cognitions out of 
consciousness, which could feed low self-esteem. Mania is seen as an attempt to 
distance oneself from the underlying discrepancy between real and ideal selves 
which can produce negative affect. The larger the discrepancy between the two, 
the more negative affect is produced. This may prompt attempts to reduce the 
discrepancy. Mania, or grandiosity, is the mechanism that helps reduce the large 
self-ideal comparison. This is achieved, as Neale (1988) postulates, when low self­
esteem induces reactance (Wortman & Brehm, 1975). Reactance or ‘mood repair’ 
is a response to feelings of helplessness where effort and activity increase as a way 
of trying to regain control (George, 1998). If reactance is successful, then mood 
intensifies, which can induce a manic episode. If unsuccessful, feelings of 
helplessness may develop resulting in depression.
Despite being highly speculative Neale’s model does have some empirical support. 
Results from the Pragmatic Inference Test (Winters & Neale, 1985) suggest 
defensiveness with regard to reports of self-esteem. The paradox is that if mania is 
a defence it is not always an effective one, as evidence shows there are often high 
levels o f depression present during mania (Kotin & Goodwin, 1972). A continuum 
model may then be the best representation of bipolar disorder. Mania may be 
accompanied by high self-esteem, and depression by low self-esteem (Ashworth, 
Blackburn & McPherson, 1982). Self-esteem does not necessarily return to normal 
levels during euthymia (remission) and can be variable throughout different mood 
states. Lyon et al. (1999) found that implicit tests of attributional style are similar 
in manic and depressed patients. The positive view of self elicited from manies on 
tasks that required an explicit judgement of self-worth contrasts with findings from 
implicit tests which is consistent with Neale’s (1988) account of the manic 
defence. Further work is needed to delineate a psychological model of bipolar 
disorder that can encompass variability in mood and its relation to self-concept or 
self-representation.
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1.2.3 Biopsychosocial Model
Bipolar disorder is likely to be due to a combination of psychological and 
biological factors. Psychodynamic models see it as separate from biological 
functioning. Explaining bipolar disorder purely in psychological terms is difficult 
considering the fluctuating nature of the illness as it moves between phases. 
Evidence does not support the popular view o f mania as a state o f euphoria nor 
depression as the polar opposite (Kotin & Goodwin, 1972; Goodwin & Jamison, 
1990). Similarly, a person’s response to stress, which may be involved in the onset 
of illness, and the individual variability o f the disorder is hard to pin on purely 
biological factors.
Later theories centring on stress-diathesis and internal rhythmicity help to 
understand bipolar disorder. Changes in psychomotor activity are known to be a 
main feature of the disorder (Bauer, Crits-Cristoph, Ball, Dewees, McAllister, 
Alahi, Cacciola & Whybrow, 1991). Changes in daily rhythms may act to trigger 
and maintain mania (Healy & Williams, 1988). Circadian rhythms (CRs) are 
responsible for maintaining homeostasis in the body and interact with the 
environment, priming physiological functions for imminent use and shutting down 
processes that are no longer required. They are influenced by and aligned to day 
and night patterns and social routines. Changes in these patterns or routines can 
lead to sleeplessness and mood variability. People with bipolar disorder may have 
problems with circadian rhythms or with the systems responsible for regulating 
them so that CRs become easily disrupted by change in routine (Goodwin & 
Jamison, 1990).
Life events, which cause disruption to physical or psychological routine affect 
CRs by altering the routines that entrain the CR, which in turn affects mood and 
activity levels (Healy & Williams, 1989). Cognitive processes continue the change 
(Dunrier & Hall, 1980; Ambelas, 1987). There is some evidence to implicate life 
events as précipitants for mania (Leff, Fischer & Bertelsen, 1976; Kennedy, 
Thompson, Stancer, Roy & Persad, 1983) but little is known about the mechanism 
by which life events bring about mama. The quality of the life event also appears 
to be important. Compared to matched controls with physical health problems, life
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events that predate bipolar illness are more likely to be unpleasant or threatening 
(Kennedy et al., 1983). Threat and distress may increase activity or lead to sleep 
disruption, which causes CR change. However, many life event studies are 
retrospective in nature, which undermines causal inferences. There is a need to 
determine which life events have the most effect (Johnson & Roberts, 1995).
Sleep or sleeplessness has been postulated to be the final pathway to precipitating 
mania (Wehr, Sack & Rosenthal, 1987). Disruptions in routine increase 
sleeplessness and can affect activity levels. These changes are evaluated by the 
individual as part of a general tendency that humans have to seek reasons for their 
actions (Healy & Williams, 1989). Internal attributions are made about the 
perceived increase in activity effectiveness and wellbeing is seen as being self­
generated. The consequence of this attribution, in mania, is to increase self-esteem, 
which then heightens mood further leading to euphoria. Heightened mood is 
maintained by ‘normal’ cognitive bias, such as overgeneralization, dichotomous 
thinking and dysfunctional schemata, which can result in grandiosity (Newman & 
Beck, 1992).
Disruption of CRs can also produce mild dysphoria leading to increased 
irritability. Eventually the person becomes exhausted and more dysphoric. These 
feelings are then internally attributed, but in a self-denigrating way. This can lower 
self-esteem and produce cogmtive distortions typical o f depression. Maintenance 
of these distortions is similar to that in mania. These dysfunctional cognitive 
processes are much the same as in ‘normal thinking’ and represent a way o f 
making sense of individual’s experiences. Healy and Williams (1989, p57) state 
that the “apparent irrationality of mania is similar to the irrationality of other 
illness behaviours. It’s distinctiveness stems from the distinctiveness of the 
underlying experience rather than from distinctive mental capacities”. Life events 
are seen as the précipitants of both mania and depression. Disrupted routines 
caused by life events trigger dysrhythmia in the CR, the interpretation of the 
dysrhythmia leads to either depression or mania.
Cognitive processes are implicated in Healy and Williams’ (1989) model but no 
comprehensive cogmtive model has so far been offered. Newman & Beck (1992)
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propose a cognitive model o f mania that has been extrapolated from Beck et al. s 
(1979) work on depression. In depression people often think o f themselves as bad 
or inadequate and believe that others think the same (Beck, Rush, Shaw & Emery 
1979). Beck et a l/s  (1979) cognitive model postulates three specific concepts to 
explain the psychological substrate of depression: 1) the cogmtive triad, 2) faulty 
information processing and 3) schemata. The cognitive triad refers to the 
experience o f the depressed person in relation to how they view themselves, the 
world and the future. They view themselves as bad, inadequate and worthless and 
lacking in the qualities to attain happiness. The world is seen as defeating and 
demanding that thwarts the individual's attempts to progress in it. The future is 
also seen as negative and hopeless, bound up with the expectation of personal 
failure. Faulty information processing refers to the systematic errors or distortions 
that colour a depressed person’s view of events which serves to maintain the 
validity of negative beliefs in the presence of contradictory evidence. This 
processing increases the likelihood of negative biases that fuel depression. 
Schemata or underlying beliefs act as fundamental filters which encode and 
decipher information that determine how the individual structures his or her 
experiences. These mould data into cognitions and can relate to information 
processed at a conscious or an unconscious level. In depression, negative 
information encoded in relation to a schema, or more negative schemata 
themselves, are activated and are easier to access. This further exacerbates 
depression. Teasdale (1997) refers to the idea of a ‘mind in place’ where cognitive 
processing is influenced by mood, which then further influences cognitive 
processing. This is often seen in response to threat where a defensive position is 
triggered in an attempt to ‘repair’ mood, resulting in a ‘mind in place’ which 
intensifies mood and biases attributions in line with mood state (George, 1998).
Mania is characterised by a positive cogmtive triad of beliefs (as opposed to a 
negative triad in depression) (Newman & Beck, 1992). The self is viewed as 
highly valued and powerful, the world is seen in an overly positive way and the 
future is one of unlimited opportunities. Positive self-schemata and assumptions 
can be as rigid and unrealistic as in depression. The overt presentation is one of 
high self-esteem, accompanied by self-serving grandiosity. Mania is maintained by 
normal cognitive biases, as with Healy and Williams’s (1989) model. Newman
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and Beck’s (1992) model of bipolar disorder is not a comprehensive one. Mania 
and depression are referred to as separate entities with an ‘either/or’ quality, which 
does not reflect the experience of the disorder.
Beck et al. (1979) also highlighted the interplay between the person and their 
environment. Bandura (1977) described how a person’s behaviour influences other 
people whose actions in turn influence the individual. This interplay between self, 
other and world is crucial to consider in working with affective disorders.
Gaps remain in the biopsychosocial model and theorists have begun to look at the 
literature from other fields. Core experiences o f schizophrenia are similar to 
bipolar disorder (particularly delusions), and similar mechanisms may be at work. 
A review of relevant psychosis research and how this fits with an understanding of 
bipolar disorder follows.
1.3 Cognition and Psychosis -  Factors Affecting Cognitive Processing
Developments in the field of psychosis adopt a symptomatic approach to the 
disorder, which applies normal psychological understanding of belief formation to 
aspects of the illness, such as delusional beliefs (Birchwood, Smith, Macmillan, 
Hogg, Prasad, Harvey & Bering, 1989). Delusions are seen as being on a 
continuum with ordinary everyday beliefs that are developed and maintained by 
the same cognitive processes. Appraisal, interpretation and regulation of emotion 
are thought to be the core processes involved (Fowler et al., 1995). These 
processes will now be considered.
1.3.1 Appraisal
As humans we endeavour to make sense of the world, and our place in it. Past 
experience and social understanding shapes interpretation of events and their 
potential cause. Explanations that appear to fit with incoming data are met with a 
sense of relief which in turn positively reinforces the explanation (or belief).
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Delusional beliefs may be governed by the same processes -  they attempt to make 
sense of anomalous experiences (Maher, 1988). Two cogmtive biases generally 
operate that influence the way an individual makes sense of experiences. The first 
is the ‘fundamental attribution error’ (i.e., a bias towards attributing causes 
dispositionally - to the self or to others, rather than to situational factors). The 
second is the ‘self-serving bias’ (i.e., the tendency to look for an explanation that 
will protect feelings about the self and avoid self-blame). This bias leads to 
attribution of the cause of positive events to oneself and negative events to either 
the situation or other people.
These processes are central to understanding bipolar disorder (Healy & Williams, 
T989). In mania, increases in activity are evaluated in dispositional terms and are 
interpreted as enhanced personal effectiveness. This increases self-esteem and 
feelings of well-being. Cognitive distortions, which are common in normal 
thinking’ often, increase in nature and serve to maintain the changes in mania (e.g. 
overgeneralisation, dichotomous thinking, etc.). Grandiosity arises from a 
perceived increase in personal effectiveness and grandiose delusions are a way of 
explaining the feelings. In the depressed phase, increases in tiredness and 
dysphoria are interpreted as being due to oneself, resulting in lowered self-esteem 
and self-denigration. In depression the self-serving bias is generally not evident
but mood state is maintained by other cognitive biases.
1.3.2 Locus of Control
Control, specifically related to controlling one’s destiny, is an aspect of appraisal 
that has been linked to psychological dysfunction. Rotter (1966) developed a scale 
to measure whether a person believes that an event in the future will be contingent 
on their own behaviour (internal locus of control) or whether is independent of 
their behaviour (external locus of control). An internal locus of control is 
associated with good mental health and external control with ill-health. External 
locus of control has been linked with feelings of helplessness and depression. 
Such control beliefs are thought to be generalised expectancies that reflect an 
individual’s overall orientation and so are a stable (trait) characteristic. Locus of
166
control and attributions do overlap, but attribution is mainly concerned with causes 
of past events, locus of control is more concerned with the expectation of future 
events. They are separate constructs, and can vary independently (Fumham & 
Steele, 1993).
Understanding of locus of control as a stable trait does not easily fit with bipolar 
disorder. As depression is associated with an external locus of control, mania is 
expected to be associated with a heightened sense o f self control (as a function of 
grandiose ideation) and, therefore, intemality. Some studies have alluded to a 
tendency towards intemality in bipolars where participants were euthymie 
(Birchwood, Mason, Macmillan & Healy, 1993; Barker, 1994). There have been 
no longitudinal studies to evaluate stability of locus o f control across all phases.
1.3.3 Attributions
Causal attributions have been greatly researched in cognitive psychology. 
Abramson, Seligman and Teasdale (1978) were among the first to look at the link 
between patterns of causal attributions and psychological disturbance. 
Vulnerability to depression is supposedly linked to a consistent style of attributing 
failure to one’s own failings in ability or character. Further examination of the 
specific relationship between attributions and interpersonal emotions have been 
undertaken (Weiner, 1986). Abnormal attributional processes may be involved in a 
wide range of psychiatric disorders, including psychoses.
The Attributional Style Questionnaire (ASQ) (Peterson, Semmel, Von Baeyer, 
Abramson, Metalsky & Seligman, 1982) has been used with patients with 
persecutory or other delusions. Bentall et al. (1994) found that patients with 
persecutory delusions give abnormally external, global and stable ratings for their 
own attributions of negative events and abnormally internal, global and stable 
ratings for attributions of positive events. They also have an abnormal bias 
towards making person attributions when explaining negative social situations 
(i.e., blaming the individual and ignoring the possible role of circumstances). This 
is in line with the so-called ‘fundamental attribution error’ displayed by the 
general population, with more exaggerated paranoia.
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Researchers have now extended this work to bipolar disorder (Kinderman & 
Bentall, 1996). By refining the ASQ they have been able to come up with a more 
reliable and valid measure of attributional style; The Internal, Personal and 
Situational Attributions Questionnaire (IPSAQ) (Kinderman & Bentall, 1996). The 
IPSAQ defines three different types of attribution -  Internal (attributing cause to 
oneself); External-Personal (attributing cause to actions or omissions of others); 
and External-Situational (attributing cause in terms of circumstance or chance), 
rather than just the two dimensions of the ASQ. They found that in using this 
measure depression is associated with internal attributions for negative events and 
paranoia with personal external attributions for negative events (Kinderman & 
Bentall, 1997). Manic people were found to attribute negative events externally on 
the IPSAQ. Unlike individuals with paranoia, however, people with mania had a 
normal personalising score and an abnormal externalising score (Bentall, 1997). 
Those with depression blame themselves, those with paranoia blame other people, 
but those with mania blame circumstances for negative events.
1.3.4 Evaluations
Attributions represent only one of the sets of factors that can explain the impact of 
psychosis or other psychological disturbances. Attributions are ultimately 
inferences that may or may not be correct. A situation can also be interpreted in 
terms of personal saliency for the individual. The emotion that is elicited by an 
event can depend on its personal saliency or significance to the person. Appraisal 
or evaluation o f the event is the key to determining the personal meaning that it 
has. Evaluations are cognitions most closely linked to emotion — hot cognitions 
(Smith, Haynes, Lazarus & Pope, 1993) — and negative evaluations in particular 
are viewed as the agents responsible for provoking emotional problems (Ellis, 
1962).
Evaluations are often dichotomous in nature, such as a good-bad judgement. A 
person evaluation can be an evaluation of either oneself or of another. Evaluations 
linked to emotional distress can lead to global, stable and total condemnation o f an 
entire person. There are three types of person evaluations (Trower, Casey &
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Dryden, 1988): self-to-self, where a person makes an evaluation of themselves 
(e.g., ‘I am a bad person’); self-to-other, where the evaluation is of another person 
(e.g., ‘Other people are bad’); and other-to-self, where the other person is 
perceived to be making an evaluation (e.g., ‘Other people see me as bad ). 
Researchers have focused specifically on these types of evaluative belief in 
relation to negative person evaluations in depression and paranoia (Chadwick & 
Trower, 1997). Characteristic patterns of negative evaluations are found in both 
paranoia and depression, which were abnormal and linked to distress. Depression 
is linked with high levels o f self-to-self and other-to-self negative evaluations, but 
low levels of self-to-other negative evaluations. Paranoia was linked with high 
levels o f self-to-other negative evaluation, and lower levels o f self-to-self and 
other-to-self negative evaluations. When depressed, the self is seen as negative and 
the belief is that others also see you this way. In paranoia, one denigrates the other 
to protect one’s self-esteem from any negative evaluation by others. This work 
could be extended to other disorders.
Dysfunctional assumptions (the rules by which a person guides their behaviour 
which develop in the early years of life) are the agents which drive these 
evaluations. Little work has focussed on dysfunctional assumptions in bipolar 
disorder. Neale (1988) proposes that these dysfunctional assumptions in bipolar 
disorder are likely to centre on the area of achievement. This relates to presumed 
early life experiences making success or achievement in certain life areas 
particularly important. More recent work by Scott, Stanton, Garland and Terrier 
(2000) has shown high levels of dysfunctional assumptions in bipolar disorder 
patients in remission, especially in the areas of perfectionism and approval.
1.3.5 Social Comparison
Social comparison represents another, more specific type of evaluative belief. 
Festinger (1954) highlights social comparison as a key variable in social relating. 
Social comparison can be directed upwards or downwards, to self-enhance, self- 
improve or avoid shame (Suis & Wills, 1991). It also has a strong relationship 
with self-esteem. People with high self-esteem are less interested in comparing
169
themselves to others who they see as inferior, whilst people with low self-esteem 
enjoy comparing themselves to others when they succeed (Wood, Giordano- 
Beech, Taylor & Michela, 1994). Social comparison also serves to form social 
ranks, where people use polar dimensions to evaluate their own or others position 
in the world (e.g., inferior -  superior, weaker -  stronger) (Allan & Gilbert, 1995). 
These rankings are derived from comparison of relative strength, power and 
aggressiveness, and social attractiveness and talent (Gilbert, 1992). These 
evaluations represent potential areas for self or other comparison that may 
influence, or be influenced by, mood state.
Humans often consider their relative similarity to others (Brewin & Furnham, 
1986). Depressed individuals do not share or reveal certain types of experiences to 
others for fear of being shamed or rejected as different. Issues of rank and 
powerlessness have often been implicit in many theories of depression (Gilbert, 
Price & Allan, 1995). Mood can effect how we compare ourselves to others and 
how comfortable we are with this perceived difference and likewise these 
perceptions can affect mood A depressed person may experience a range of 
symptoms, which make it difficult to act confidently in their environment or in 
. relation to others (Gilbert & Allan, 1998). Similarly, a manic individual 
experiences symptoms, such as increased energy and pleasure-seeking, that make 
it easier to interact confidently with others or their environment. Changes in social 
comparison may then be implicit in bipolar disorder and may serve to maintain 
particular mood states.
Social comparison functions as a challenge and confidence regulator. A self­
enhancing social comparison is also a confidence boosting one (Gilbert et al.,
1995). If  self-esteem does have a role in bipolar disorder, as Neale (1988) argues, 
then social comparison could be a modulating factor influencing the relationship 
between self-esteem and mood. Mama has been suggested to be a response to 
threats to self-esteem, a kind of over-compensatory strategy. In mania one might 
expect comparisons of self to others to be superior. Grandiosity (a key feature of 
hypomania) intuitively seems strongly related to social comparison, perhaps 
serving to reduce the discrepancy between self and others and narrow perceived 
gaps in social rank. In depression, one might expect the opposite with a negative
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comparison of self to others in line with their negative cognitive set and lower 
perceived status (Gilbert, 1992).
1.3.6 Self-Esteem
Self-esteem is a frequently referred to, and culturally understood concept. Well­
being can be significantly affected by threats to self-esteem and protection from 
this can motivate specific cognitive processes or behaviours. It is, however, not a 
unitary concept. At any one time an individual has a view of their actual self (what 
I am), their ideal self (what I would like to be), their ‘ought’ self (what I should 
be) and the self as viewed by others (Higgins, 1987). Discrepancies between these 
can induce negative affect and mechanisms which eliminate discrepancies will be 
preferred to the negative affect (Wicklund, 1975).
Hingley (1992) suggests that delusions can be an exaggerated attempt to maintain 
and protect self-esteem. When threat-related information activates a self-ideal 
comparison in a deluded person, defensive explanatory biases are triggered, which 
function to reduce actual-ideal self-discrepancies (Bentall et al., 1994). In 
paranoia, this takes the form of blaming others, seeing them as bad and oneself as 
special (due to being the subject of persecution). In mania, it has been suggested 
that the ideal self is similar to the ‘self when hypomanie’ (Goodwin & Jamison, 
1990) suggesting the discrepancy will not be triggered. Repertory grids have been 
used to test this in cross-sectional and longitudinal studies (Ashworth, Blackburn 
& McPherson, 1982, 1985). They looked at the difference between ideal self and 
actual self in people with bipolar affective disorder. Small discrepancies between 
actual and ideal self during mania (indicating high self-esteem) and large 
discrepancies in depression (indicating low self-esteem) were confirmed. 
Discrepancies were also found on the repertory grids between self and other. In 
depression this discrepancy was large, indicating that others were viewed as very 
different from the self. In mania, the discrepancy was small suggesting that others 
are seen as very similar to self (and therefore not a threat to self-esteem). This 
supports the ideas put forward by Bentall et al. (1994) that in mania the situation is 
blamed rather than the person.
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Researchers are divided as to whether changes in self-esteem are causal in or 
reactive to mood changes. Fluctuations in self-esteem are suggested to cause the 
variability in mood and behaviour found in bipolar disorder, and that mama 
functions as a stabilising agent, evening out variability in mood (Neale, 1988). 
Neale (1988) suggests that even in euthymia there is a large discrepancy between 
the perceptions of actual and ideal self, and that in particular there is a need to 
succeed. The ideal self contains unrealistic standards for success, which leaves the 
individual vulnerable to minor life experiences which threaten failure. There is 
little empirical support for these ideas and indeed it does not sit easily with the 
work of Ashworth et al. (1982) who found small self-ideal discrepancies in mania 
and large ones in depression. Ashworth, Blackburn and McPherson (1985) in a 
longitudinal study found that these discrepancies disappear when the individual is 
euthymie and conclude that self-esteem varies in response to mood change. 
Johnson & Magaro (1987) support this. Cognitive processing deficits found in 
mania and depression are reversible, and not present in euthymia. Mood state acts 
as a switching device, activating cognitive schemata which, in turn, determines the 
encoding and retrieval of material, where recall of information is congruent to 
mood state, resulting in intensification of mood ('Mind in Place ) (Teasdale, 
1997). Cognitive processes were thought to depend on mood and, hence, 
constructs such as self-esteem are mood-dependent. This fits with Healy and 
Williams’ (1989) account of dysregulation of circadian rhythms as précipitants of 
bipolar disorder. Self-esteem is an important construct in bipolar disorder, with 
implications for the development of cognitive therapies accordingly.
1.3.7 Anxiety
Mania as a  defence has been long postulated as one that protects the person from 
depression or anxiety (Ambelas, 1979). Neale’s (1988) theory makes little 
reference to anxiety in bipolar disorder or the cogmtive factors that relate to it. 
Overall, the role of anxiety in bipolar disorder is still unclear. This will now be
explored.
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Studies have shown panic disorder as the most frequent psychiatric syndrome co- 
morbid with bipolar disorder (Chen & Dilsaver, 1995). Panic disorder has a 
lifetime prevalence o f 20.8% in bipolar patients, 26 times its prevalence in control 
subjects and 2.1 times that in unipolar (major depressive) disorder (Chen & 
Dilsaver, 1995). Some researchers postulate that generalised anxiety disorder and 
social anxiety have little co-morbidity with bipolar disorder (Brown, Golding & 
Smith, 1990), whilst others argue for a strong co-morbid relationship, particularly 
with social anxiety (Himmelhoch, 1998; Cosoff & Hafiier, 1998). Variation in co­
morbidity may be influenced by several factors (e.g., where samples were 
obtained). Epidemiological samples from tertiary referral centres specialising in 
refractory affective disorders tend to have higher levels of co-morbid anxiety 
(Himmelhoch, 1998). Himmelhoch (1998) also hypothesises how co-morbidity of 
bipolar and panic disorder may reflect the unstable nature of bipolar disorder and 
its diverse presentations. Such presentations of bipolar disorder and related anxiety 
phenomenology have been described as the ‘bipolar spectrum’ (Goodwin & 
Jamison, 1990). Social phobia may itself be part of the bipolar spectrum as 
hypomania has been shown to be induced in social phobics responding to 
Monoamine-Oxidase Inhibitors (Himmelhoch, 1998). Similarly, panic disorder 
may exist as a separate, co-morbid illness that may or may not be included in the 
bipolar spectrum.
Variation of co-morbidity prevalence rates of affective and anxiety disorders 
across studies may depend on multiple factors, such as inconsistent definition of 
threshold for caseness and instruments used to assess co-morbidity. (Pini, Cassano, 
Simonini, Savino, Russo & Montgomery, 1997). Most studies show that anxiety is 
associated with bipolar disorder either as part of the bipolar spectrum or as a 
separate co-morbid state. Anxiety disorders are often untreated, primarily because 
the acute psychotic or affective illness receives full therapeutic attention (Cosoff & 
Hafiier, 1998). Co-morbidity may be accepted but the role of anxiety in initiating 
or maintaining bipolar disorder has not been fully explored.
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1.4 Cognitive Functioning in Euthymia (Remission)
A traditional psychodynamic view of bipolar affective disorder implies that there 
is an enduring pathology that underlies both mania and depression. Thus, even 
when euthymie, there ought to be differences in functioning when compared to 
non-psychiatric controls. There is evidence both for and against these ideas. 
Depue et al. (1981) found quantitative differences for bipolar disorder on 
behavioural measures reflecting changes in intensity, duration and rapidity of shift, 
which could be caused by a biological dysfunction such as changes in CRs. This 
suggests enduring differences, especially in the way people with bipolar disorder 
react to everyday situations. This is in line with Neale’s (1988) work on self­
esteem which also suggests differences. Even when euthymie people with bipolar 
disorder demonstrate a defensive attributional style that masks feelings of low self­
esteem. Other differences include: self-control (Barker, 1994); personality 
differences (Hirschfield, Klerman, Keller, Anreason & Clayton, 1986); and well­
being and psychological functioning (Cooke, Robb, Young & Joffe, 1996). More 
recently, Scott et al. (2000) found euthymie bipolar patients had higher levels of 
dysfunctional assumptions and less ability to generate solutions to social problem­
solving tasks compared to controls.
Other studies, however, support the view that when euthymie those with bipolar 
disorder are indistinguishable from non-psychiatric controls. A range of measure 
have also been investigated. These include: cognitive processing (Johnson & 
Magaro, 1987); personality tests (Lumry, Gottesman & Tuason, 1982); self-esteem 
(Ashworth et al., 1982); and mental health and locus of control (MacVane, Lange, 
Brown & Zayat, 1978).
Some of these ambiguities may be due to the effects of long-term medication, the 
chronicity of illness or methodological differences, but there may be enduring 
differences. These differences allow extrapolation from the euthymie state to the 
more symptomatic phases of the disorder, justifying the inclusion of euthymie 
patients in research studies.
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Beck et al/s  (1979) model has little to say on the nature of euthymia in bipolar 
affective disorder. His theory suggests that when depression or mania elapses the 
person returns to a ‘normal’ cogmtive position, but it is not clear what this means. 
Other theorists have had more to say about euthymia. Winters and Neale (1985) 
found that euthymie bipolar patients score the same as normals (non-psychiatric 
controls) on measures relating to self-esteem. They propose that reports of 
‘normal’ or high levels o f self-esteem in people with bipolar disorder may be 
inaccurate and due to defensiveness associated with mania. Using a Pragmatic 
Inference Task they investigated patterns of causal attributions in euthymia. It was 
hypothesised that euthymie patients are more likely than other participants to infer 
positive events are due to external factors and negative ones to internal factors. 
They interpreted these data in the context o f unreported feelings of low self­
esteem. Euthymie patients scored the same as normals and higher than remitted 
depressives on self-esteem and (like remitted depressives) attributed negative 
events more to internal causes than ‘normals’. Neale (1988) argues that this is 
evidence for the presumed unstable self-esteem in bipolar disorder. Pardo en, 
Bauwens, Tracy, Martin and Mendlewicz (1993) also found normal self-esteem in 
recovered patients with bipolar disorder. They interpreted this as manic-depressive 
illness involving denial o f material threatening to self-image which could lead to 
instability.
1.5 The Present Study
1.5.1 Aims
Psychological research into bipolar affective disorder suggests that this is an 
important area for future work. Early work highlights self-esteem as a crucial 
variable (Winters & Neale, 1985). Further work by Bentall et al. (1994) has moved 
closer to a more comprehensive cognitive understanding of the condition.
The aim of the present study is to extend existing work on beliefs in bipolar 
affective disorder and identify the characteristic profile for the disorder. Five 
different types of beliefs will be studied: evaluative beliefs; self-esteem; locus of
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control; dysfunctional assumptions and social comparison. These different types of 
belief, along with the attributions already studied by Bentall et al. (1994), 
represent the main cognitions targeted in cogmtive therapy. The relationship 
between bipolar disorder and anxiety will also be explored. Improved 
understanding may lead to more effective therapies.
Research on bipolar affective disorder tends to be cross-sectional in nature. 
People with bipolar disorder experience marked mood swings over time which are 
important to take into account. This study provides cross-sectional descriptions 
and will take a longitudinal perspective in order to determine stability and change 
in bipolar affective disorder.
The aims of the study will look at specific areas:-
i) Descriptive profile of bipolar affective disorder to give an overview of the 
cognitive state in each of the associated mood states; depression, mania 
and euthymia, including details of course of mood in terms of change and 
stability over time.
ii) Comparison o f euthymia (remission) and non-psychiatric controls to 
investigate the cognitive profile of people with bipolar disorder when 
euthymie. Neale (1988) suggests that even when euthymie, people with 
bipolar disorder show a defensive cognitive style, which relates to his 
theory on self-esteem in bipolar affective disorder. Neale (1988) also 
questions whether self-esteem returns to ‘normal’ during euthymia (when 
compared to controls) as people with bipolar disorder are highly defensive 
and reports of ‘normal’ levels o f self-esteem may be inaccurate. Pragmatic 
inference paradigms, where euthymie bipolars attribute failure to internal 
causes may also infer unstable/variable self-esteem in euthymia. These 
ideas will be explored.
iii) Examination o f the temporal stability and change of bipolar affective 
disorder. This relates to Neale’s (1988) theory that it is fluctuation in self­
esteem coupled with unrealistic expectations of success (‘achievement’
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belief) that predispose a person to bipolar affective disorder. According to 
Neale’s theoiy external events, particularly those that threaten or suggest 
failure, can catalyse changes in self-esteem. Even without external events, 
thoughts of anticipated failure or negative events, or accessing memories of 
past failures, can lead to intensification of low self-regard. Mania acts to 
keep distressing cognitive material out of consciousness so stabilising self­
esteem. Mania also helps to distance oneself from the discrepancy between 
actual and ideal self and the negative affect that can be associated with this. 
Grandiosity may be a 'strategy for achieving congruence between real and 
ideal selves’, keeping distressing memories and cognitions out of 
consciousness.
On this basis, one should expect to find more stability of self-esteem during 
mania. There may come a point when the defence weakens and this, in 
conjunction with the build up of more negative events and experiences, 
may lead it to shatter resulting in depression. The aim of this study is to 
examine the relationship between mood state and self-esteem and other 
concepts to test if mania does act to keep distressing material out of 
consciousness. The variability o f self-esteem during euthymia and its 
stability in mania will be explored. This, together with the need for 
‘achievement’ in people with bipolar disorder, is central to Neale’s (1988) 
theory.
The variability and stasis of self-esteem and.seltfother evaluations will be 
examined over six time points. Of particular interest will be movement 
between euthymia and mania, and comparison between no change states 
when patients remain euthymie or manic over time. This will allow 
exploration of variability or stability of self-esteem in relation to Neale’s 
(1988) theory. Variability will be defined in terms o f statistically 
significant change on the basis o f the data. Table 2 overviews Neale s 
(1988) theory of bipolar disorder in relation to self-esteem.
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Table 2 Neale’s (1988) Theory of Bipolar Disorder in Relation to Self-Esteem.
Fluctuations in => Variability in Mood => Bipolar Disorder 
Self-esteem and Behaviour Mania= Cognitive distancing
from distress
Mood State Overt Presentation 
of Self-esteem
Neale’s Theory on 
Self-esteem.
Euthymia Self-esteem ‘Normal’ 
(same as controls)
Self-esteem 
Low /variable.
Mania
Self-esteem high. 
Grandiose ideas 
may be present. 
Explicit positive view 
of self.
Self-esteem may still be 
variable but grandiosity 
acts to aid cognitive 
distancing from distress 
to try to confer 
stability.
Depression 
(Low-Moderate Levels) Increasing levels of low 
self-esteem 
(possible variability).
‘Manic Defence’ 
defends against 
negative evaluations.
(High Levels) Explicit and implicit 
negative view of self.
Self-esteem too low for 
‘manic defence’ to 
operate => Depression.
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1.5.2 Research Questions and Hypotheses
The first set of hypotheses are concerned with the phenomenology of bipolar
affective disorder. The specific hypotheses generated by the literature are:
1. Negative person evaluations will be dependent on the phase of the disorder 
(manic, depressed, euthymie), such that:
i) in manic episodes there will be no perceived negative evaluation o f self. 
According to Neale (1988) mania acts to keep out distressing self 
cognitions out of consciousness;
ii) in depressed episodes the evaluations will be the same as in unipolar 
depression, where the self is perceived to be evaluated negatively (by self 
and others) while other people will not be evaluated negatively.
2. Self-esteem will be mood dependent (Le., it will be high in mania and low in 
depression).
3. Assumptions will be dysfunctional during both manic and depressed 
episodes, such that:
i) in the depressed phase, all subscales of the Dysfunctional Attitude Scale 
will be dysfunctional, as found in unipolar depression.
ii) in the manic and euthymie phase, dysfunction will centre on the need for
achievement.
4. Locus of Control will be internal in mania and external in depression.
5. Social comparison (comparison of self in relation to others) will be mood 
dependent (i.e., more favourable in mania and less favourable in depression).
6. Anxiety will be influenced by mood state (higher in mania and depression).
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The second set of hypotheses are concerned with stability and change. The
literature indicates the following hypotheses:
7. Evaluative beliefs will change as mood changes, such that:
i) when entering a manic episode, perceived negative evaluations of 
self will decrease and negative evaluations of others will increase;
ii) when entering a depressed episode, perceived negative evaluations o f self 
will increase, while negative evaluations of others will decrease.
8. Dysfunctional assumptions will change as mood changes. There will be an 
increase in dysfunctional assumptions as mood changes towards depression.
9. Locus of Control will be influenced by changes in mood state.
10. Social Comparison will be influenced by changes in mood state (Le., when 
mood moves from one state to another).
11. Self-esteem will vary between mood states but will remain relatively constant 
during the manic phase and fluctuate more during the euthymie and depressed 
phase.
12. A n x ie ty  w il l  h e ig h te n  b e fo re  e n te r in g  a n d  d u r in g  th e  m a n ic  p h a se .
The third major hypothesis is concerned with the differences between euthymia
and normality:
13. When euthymie (Le., not currently experiencing mania or depression), the 
beliefs of people with bipolar disorder will be similar to those of non­
psychiatric individuals.
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2. METHOD
2.1 Design
This study is a preliminary investigation of a cognitive model o f bipolar affective 
disorder, and as such is descriptive. It uses a between-subjects comparison and a 
within-subjects repeated measures design to assess change. This design involved 
patients/participants completing a set of seven questionnaires on six occasions at 
monthly intervals over a period of six months. For each patient, one complete set 
of questionnaires was classed as an episode of mood state (i.e., mania, depression 
or euthymia). These episodes were the focus of the study.
A non-psychiatric control group were matched on age and gender to patients who 
were euthymie at Time 1 and completed one set of seven questionnaires.
2.2 Ethical Considerations
Ethical approval was sought and given by the local Health Trust. This approval 
had been sought at an earlier stage in relation to an initial pilot study undertaken in 
the department which covered the present study. Participants were recruited 
through local Psychiatrists who identified people with bipolar affective disorder 
from their clinic lists (see Appendix 1). Each potential participant was sent an 
introductory letter, information sheet and consent form by the researcher (see 
Appendix 2). They were assured that there would be no obligation to participate 
and that their decision would not have any implications for treatment. When the 
consent forms were returned participants were contacted to arrange an initial 
meeting to explain the study in more detail and fill in the first set of questionnaires 
(see Appendix 3). Additional qualitative information was collected at this stage 
but detail of this is not included in this write up. Local self-help groups e.g., Manic 
Depression Fellowship were also contacted to inform them o f the study, in line 
with research governance guidelines. At the first meeting the participants were 
reminded of the purpose of the study and given more information about the aims 
of the project (see Appendix 4). The first set of questionnaires were completed and
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any queries answered. The next five sets of questionnaires were sent to the 
participants by post with the option of additional meetings or telephone contact 
should they need any further assistance (see Appendix 5).
The non-psychiatric controls were given or sent the same seven questionnaires to 
complete.
2.3 Participants
Twenty-four participants were recruited and all but two of these completed the 
study. Table 3 outlines details of recruitment and participation. All had been 
diagnosed as having bipolar affective disorder using ICD-10 criteria (British 
Psychiatric Association, 1994). All participants had experienced both manic and 
depressive symptoms and were outpatients at the start of the study. The non­
psychiatric group were recruited once it was clear which patients had agreed to 
participate in the research project (see Section 2.5). The control group were 
recruited through informal contacts that were screened for psychiatric problems 
asking them not to proceed if they had experienced such difficulties.
Table 3: Information on Referral 
and Completion of Data
Number Approached 63
Number Consenting 24
Number Completing 6 
Sets of Data 22
Number Completing <6 
Sets of Data
2
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O f the 24 participants, 22 completed all six sets of questionnaires, with one 
completing four sets of questionnaires and the other completing one. The reason 
for withdrawing before end of the study was due to a deterioration in health (n=l) 
and a query over diagnosis (n= l). Participants that did not complete all six sets of 
questionnaires were excluded from the final data analysis. The demographic 
details and information about onset and number of hospital admissions is shown in 
Table 4. The population gender ratio for bipolar affective disorder is 1:1; hence 
men are slightly over-represented in this sample. The mean age of onset is fairly 
typical of bipolar affective disorder as are the other demographic details.
Table 4: Characteristics of the Participants
PARTICIPANTS
(n=22)
Mean age (years ± SD) 45.4 ±10.2
Gender: Female 10
Male 12
Marital Status: Married 8
Single 8
Divorced 6
Diagnosis: 1 episode of mania 1
Recurrent episodes of 
Mania
21
Mean number of hospital
admissions (±SD) 2.6 ± 2.5 
(range 0-11)
Mean age of onset (±SD) 35.1 ±9.7 
(range 19 -5 2 )
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2.4 Measures
Symptomatology and beliefs were measured using standardised self-report 
measures. The clinical interview at the first data collection point was designed to 
provide additional information. Questions were asked about patients first 
experience of their illness and what it had been like to live with the illness (detail 
not included in this study).
2.4.1 Symptomatology
Appendix 6 contains copies of the symptomatology questionnaires.
Hospital Anxiety and Depression Scale (HADS: Zigmond & Snaith, 1983).
This 14-item scale is deigned to assess the presence of clinically significant levels 
of anxiety and depression. The scale is not diagnostic but it gives a reliable 
measure of depression and anxiety. Each item is rated on a four-point scale (0-3), 
with seven items each comprising the Anxiety and Depression subscales. The 
scores range from 0-21 with increasing levels of severity for both anxiety and 
depression. The ranges are: 0-7 ‘normal’, 8-10 ‘mild’, 11-14 ‘moderate’, 15-21 
‘severe’. Scores of eight or more were used in this study.
The HADS has proven reliability and validity (Zigmond & Snaith, 1983; Moorey, 
Greer, Watson, Gorman, Rowden, Tunmore, Roberston & Bliss, 1991). It was 
chosen in preference to other validated measures, as it does not contain questions 
concerning the cognitive aspects of depression, but is purely concerned with 
behavioural and symptomatic features. This is particularly useful in a study of 
cognitive processes as it ensures there is no overlap between symptomatic and 
belief measures.
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The Internal State Scale (ISS: Bauer, Crits-Cristoph, Ball, Dewes, McAllister, 
Alahi Cacciola & Whybrow, 1991).
This 15-item self-report scale is designed to assess the severity of manic and 
depressive symptoms. Each item is rated on a continuum (0-100), and the items 
are subdivided into four subscales (Activation, Well-Being, Depression and 
Perceived Conflict). Scoring range on each of the subscales is as follows: 
Activation (0-500); Well-Being (0-300); Depression (0-200); and Perceived 
Conflict (0-500). Activation and Well-Being are the key scales for mania. The 
Depression Index gives a measure of depression and the Perceived Conflict scale 
provides an index of global psychopathology (Palmer et al., 1995).
The subscales comprise of items in the following areas:
Activation Impulsiveness 
Fast Thoughts 
Overactivity 
Being Speeded Up 
Restlessness
Well-Being Capability 
Feeling Great Inside 
Feeling Energised
Depression Feeling Depressed
Feeling Things Will Not Work Out
Perceived
Conflict
Changeability
Irritability
Argumentativeness
Feeling the World is Against You
Feeling Others are Out to Get You
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The scale has been shown to correlate significantly with other mood rating scales. 
The Depression index correlates at 0.84 with the ffcunilton Depression Rating 
Scale and the Activation index correlates 0.60 with the Young Mania Rating Scale 
(Bauer et al., 1991). Adequate validity and reliability data have been provided on 
the four empirically derived subscales. Activation subscales are significantly 
higher in manic patients than depressed or control subjects, while the Well-Being 
subscale scores are significantly lower. The Depression Index subscale scores are 
significantly higher in depressed patients than the other two groups. Activation 
subscale scores correlate specifically with clinician ratings of mania and 
Depression Index scores with clinician ratings of depression. Discriminant 
function analysis have shown that these subscales assigned 88% of subjects to the 
correct diagnostic group (Bauer et al., 1991). The ISS has also been shown to be 
sensitive to mood fluctuations in the euthymie to hypomanie range (Cooke et al., 
1996). The ISS has been demonstrated to be one of the best rating scales for 
assessing internal mood state in the manic and depressive range (Cooke et al.,
1996).
2.4.2 Assessing State and Change
Each person at each time point was classified as either manic, depressed or 
euthymie, according to scores on the ISS questionnaire. This was done by totalling 
each of the items under one subscale to give an overall rating for that particular 
subscale. These scores were used to categorise participants according to mood. 
This was done by comparing combinations o f scores so as to build up a profile for 
each patient at any given time point. Categorisation was also facilitated by the 
Depression Index on the HADS (Zigmond & Snaith, 1983).
Mania is defined by high scores on the /S'S' Activation and Well-Being subscales 
(Activation >200 and Well-Being > 125), independent of depression. Where 
participants score over eight on the HADS as well as significantly on the ISS 
Activation and Well-Being subscales, these are classified as manic as it recognised 
that there may be depressive symptomatology during mania.
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Depression is defined by high scores on Depression (HADS>$) and low scores on 
Well-Being (ISS Well-Being<125). The Depression index of the ISS was used in 
combination with the Depression subscale of the HADS as the Depression index of 
the ISS alone has few items and may not tap the broader spectrum of depressive 
beliefs The HADS Depression subscale was used as part of the categorisation 
process for defining mood state so outcome data from changes on this specific 
subscale across mood states do not form part of the results. This data may, 
however, appear on some of the tables but it will not be discussed.
Euthymia is defined by low scores on mania {ISS Activation <200) and depression 
{HADS Depression^), and high scores on well-being {ISS Well-Being >125).
Perceived Conflict was not included in this study as this is not used to categorise 
mood state.
2.4.3 Dependent Variables -  Belief Measures
A p p e n d ix  7 c o n ta in s  c o p ie s  o f  b e l i e f  q u e s tio n n a ire s .
The Evaluative Beliefs Scale (EBS: Chadwick, Trower & Dagnan, 2000).
This 18-item self-report questionnaire is designed to measure negative evaluative 
beliefs. The items are based on issues of interpersonal evaluation, particularly the 
negative evaluations of self and other. Three scores are obtained: self-to-self (e.g., 
T am a bad person5); other-to-self (e.g., ‘other people see me as worthless ), and 
self-to-other (e.g., ‘other people are worthless’). Each item has five possible 
answers: agree strongly, agree slightly, unsure, disagree slightly, disagree strongly. 
The two ‘disagree5 answers score 0, and the others score 3, 2 and 1 respectively. 
For each type of evaluation, the possible score ranges from 0-18. Reliability and 
validity have been established (Chadwick et al., 2000). High scores indicate the 
presence of emotional distress (Chadwick & Trower, 1997).
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Multidimensional Health Locus of Control Scale (MHLC: Wallston, Wallston &
This is a well-established measure of locus of control in relation to health. The 
scale provides three dimensions o f health locus o f control: Intemality (the extent 
to which an individual believes they control their own health); Chance (the belief 
that chance or external factors control health); and Powerful Others (the belief that 
others control health, e.g., doctors/other health professionals). There are two 
equivalent forms of the MHLOC, A and B. These were alternated. In the first set 
of questionnaires form A was given, then form B in the second set, and so on.
The scale has 18 items, divided into three subscales. Participants mark a six-point 
Likert-type scale, whose score ranges from 1 (strongly disagree) to 6 (strongly 
agree). The possible range for each subscale is from 6 to 36. The higher the score, 
the stronger the belief. Normative mean scores based on a population of 1287 
healthy adults across a number of studies on the MHLOC are; Internal LOC — 
25.55, Chance LOC = 16.21, Powerful Others LOC = 19.16 (ho overall standard 
deviation scores are given).
R o s e n b e r g  S e l f - E s te e m  S c a le  (RSES: Rosenberg, 1989).
This measure of self-esteem measures global positive or negative self-assessment. 
The scale has been criticised for conflating two different factors (self­
confidence/positive self-esteem and self-deprecation/negative self-esteem). 
However, in a comparative study (Demo, 1985) the RSES was found to be a valid 
measure of experienced self-esteem.
The scale consists often items on a four-point scale to indicate level o f agreement. 
Half the items are expression o f positive self-esteem (e.g., T feel that I have a 
number of good qualities’) and half are negative (e.g., T certainly feel useless at 
times’). The items are scored 1 to 4. The scale has a possible range from 10 to 40, 
with higher scores indicating low self-esteem and low scores high self-esteem. 
There are no normative or categorical scores for this measure but based on a 
sample o f2,294 o f men and women between ages 18-65 the mean RSES score was 
34.73 (S.D. = 4.86).
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T h e  D y s fu n c t io n a l  A t t i tu d e  S c a le  (DAS: Weissman &Beck, 1978; Burns, 1980). 
This scale was developed to measure beliefs that predispose people to depression. 
It is a valid and reliable measure (Weissman, 1979). A version was adapted by 
Bums (1980) to provide not only a total score (as in the original) but a profile o f 
each o f seven dysfimctional attitudes or assumptions that are closely linked to 
depressive vulnerability. The seven assumptions are: Approval (e.g., T need other 
people’s approval in order to be happy’); Love (e.g., Tf a person I love does not 
love me, it means I am unlovable’); Achievement (e.g., Tf I fail at my work, then I 
am a failure as a person’); Perfectionism (e.g., T should be upset if I make a 
mistake’); Entitlement (e.g., Tf I strongly believe I deserve something, I have 
reason to expect that I should get it’); Omnipotence (e.g., I should be able to 
please everybody’); and Autonomy (e.g., T cannot expect to control how I feel 
when something bad happens to me’).
The seven assumptions comprise five items each. A Likert scoring, ranging from 1 
(disagree very much) to 5 (agree strongly) gives a total score which has a range of 
35-175. The higher the score, the more dysfimctional the assumptions. To obtain 
the profile o f each of the assumptions, a different scoring system is used. This is 
obtained by scoring the items positively, negatively or neutral. The ‘agree’ items 
are scored negatively (strongly agree = -2, agree slightly = -1); the neutral item is 
given a score of 0; and the disagree items are given a positive score (disagree very 
much = +2, disagree slightly = +1). These are then added within each of the seven 
categories to give a profile. Thus, each category can yield a score between -10 and 
+10. Negative scores indicate dysfunction. There are no absolute norms for the 
DAS, which has several versions. On the 40-item DAS mean scores for groups of 
depressed patients can range between 137.1-146.9 (Parker, Bradshaw & Blignault, 
1984), 175.0-185.3 (Scott, Harrington, House & Terrier, 1996) and 159.4 (Lafer, 
Nierenberg, Rosenbaum & Fava, 1996). Scores may be influenced by relative 
sample sizes or severity o f depression in patients sampled. For non-depressed 
people mean scores again can range between 110.0-113.0 (Parker et al., 1984), and
111.6-115.0 (Power, Katz, McGuffin, Duggan, Lam & Beck, 1994). Scott, 
Stanton, Garland and Ferrier (2000) reported mean scores on the 40-item DAS for 
bipolar patients to be 132.7 (S.D. = 34.8) compared to 104.4 (S.D. = 16.2) for non­
psychiatric controls.
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Social Comparison Scale (SCS: Allan & Gilbert, 1995)
This scale was developed using semantic differential methodology (Osgood, Suci 
& Tannenbaum, 1957). It involved presenting participants with an incomplete 
sentence followed by a series o f bipolar constructs. Interpersonal domains are 
central to how a person views social comparison (i.e., themselves in relation to 
others), but it appears that certain global evaluations for comparison are salient to 
most people (e.g., inferior-superior or likeable-unlikeable). Earlier versions of the 
scale looked at five social comparisons on key, global dimensions, which were 
considered relevant to particular judgements of rank and status. These five areas 
were: inferior-superior; less competent-more competent; likeable-less likeable; 
less reserved-more reserved; and left out-accepted. Participants were asked to put a 
mark on a ten-point scale according to how they generally felt ‘in relationship to 
others’. This was referred to collectively as social comparison (rank).
A new 11-item SCS was developed to include judgements relating to perceived 
rank (inferior-superior) but also to tap attractiveness and how a person judges 
themselves to fit in with or be like others (same-different, insider-outsider). The 
person is asked to rate ‘in relationship to others I feel’ along a ten point scale for 
each bipolar construct. The constructs are: inferior-superior; incompetent-more 
competent; unlikeable-more likeable; left out-accepted; different-same; untalented- 
more talented; weaker-stronger; unconfident-more confident; undesirable-more 
desirable; unattractive-more attractive; and an outsider-an insider.
Each item is scored from 1-10. The lower the score on each bipolar construct the 
more negatively one perceives oneself in relation to others in that area. Total 
scores range from 11 to 110. The lower the total score the more negatively the 
person feels themselves to be ‘in relationship to others’. Allan and Gilbert (1995) 
and Gilbert (2000) report the mean score for a unipolar clinical depressive group 
to be 38.90 (S.D. = 13.47) and 40.63 (S.D. = 17.64) respectively.
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2.5 Procedure
Following ethical approval the Consultant Psychiatrists in Adult Mental Health 
within Southampton Community NHS Trust were approached regarding the study. 
They were asked whether they would be willing to provide names for the research 
study. The Consultants used either Outpatient clinic lists or Lithium clinic lists to 
identify patients with bipolar disorder. The patients were all outpatients taking 
medication to control their disorder. The initial contact resulted in 63 names. An 
information and consent form was sent to each individual with a stamped 
addressed envelope for return. Twenty-four consent forms were returned and 
patients were contacted to make an initial appointment.
At initial interview, more information was given about the research project and 
there was an opportunity to answer questions. Participants did not have to make a 
decision to continue with the study until after they had completed the first set o f 
questionnaires. They were also reassured that they could withdraw at any time. 
Additional information concerning the length of illness, number of hospital 
admissions, onset and experiences of living with bipolar disorder was gathered. 
This is not included in this write up as this was not the main focus o f the study. 
The repeat questionnaires were sent by post, with stamped addressed envelopes for 
their return. These were sent at a minimum interval o f four weeks. The return rate 
of those that participated was excellent and all the questionnaires were usable.
The symptomatology scales were used to assess the mood state o f the patient, with 
each set of questionnaires counting as reflecting one episode o f mania, depression 
or euthymia. The total data set comprised 132 episodes. Fifteen patients exhibited 
mood changes across the research period, eight exhibited at least one mood 
change, with seven changing two or more times.
In order to test hypothesis 13, comparing euthymia with normality, a non­
psychiatric comparison group was recruited who were age and gender matched 
with all the patients who were euthymie at the initial interview (n=9). Table 5 
contains details o f the control and euthymie groups.
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Table 5: Details of Participants in the Euthymie and Control Groups
EUTHYMIC GROUP CONTROL GROUP
(n = 9) (n -  9)
Mean age1 ( ± SD) 45.4 (±10.7) 45.4 (± 10.2)
Gender: Female 4 4
Male 5 5
1 Age Differences are non-significant (F — 0.068, d f - 16, p -  0.930)
2.6 Data Analysis
The data were mostly normally distributed so parametric analyses were used. The 
assumption of a normal distribution was checked by examining the histogram for 
each response variable to see its shape. The assumption of normal distribution was 
good for all response variables except the Evaluative Belief Scale but results are 
presented in the absence of a suitable non-parametric alternative. Phase (mood) 
was assessed for statistical significance using an unbalanced two-way Analysis of 
Variance (ANOVA) adjusting for differences between patients. This was 
necessary because each patient may have more than one observation for each 
phase. Using an ANOVA allowed for simultaneous investigation o f the effect of 
two systematic sources of variation on a given response; variation due to patient 
and variation due to phase. The mean response for each phase on each measure 
was calculated. This was an adjusted mean, which is the mean score that the 
ANOVA model predicts for an “average” patient. Adjusted means are the (phase) 
means expected from a balanced data set in which all patients experience each 
phase equally often. The data set is unbalanced here because not all patients 
experience all phases. The proportion of variability explained by the linear 
ANOVA model is R2. If the phase effect was significant (p<0.05), pairwise 
comparisons between phases were performed to assess for magnitude and 
direction of difference. The data were analysed using SAS and SPSS, with the
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ANOVA analysis being done with the PROC GLM procedure in SAS (SAS/STAT 
User’s Guide, Version 6, Fourth Edition, SAS Institute Inc., 1994).
To test hypotheses 1-6 the significance of phase was analysed after the variation 
due to patient was taken into account. Patient variation only was controlled for as 
phase differences and time differences are not simultaneously estimable. Also, 
there were no clear trends over time observed from the graphs of mean response 
against time.
To assess change and stability (hypotheses 7-12), parametric tests were used to 
ascertain the relationship between changes in beliefs and changes in mood state. 
Nine categories o f mood change were observed — three which indicated increase in 
mood (euthymic-manic, depressed-euthymic, depressed-manic), three which 
indicated decrease in mood (manic-euthymic, euthymic-depressed, manic- 
depressed) and three which indicated no change (manic-manic, depressed- 
depressed, euthymic-euthymic). Where the number o f observations were large 
enough (> 5), a one-sample t-test was used to see if the change in response (for 
each measure) resulting from a change/no change in phase was significantly 
different from zero. The magnitude and direction of any changes could then be 
reported.
For hypothesis 13, the beliefs o f the euthymie and comparison groups were 
compared using parametric analysis. Responses were obtained from the age and 
gender matched controls and compared with patients who were euthymie at Time 
1 using a paired t-test.
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3. RESULTS
3.1 Descriptive Statistics
3.1.1 Demographics
The sample is representative o f bipolar affective disorder in terms of age, gender, 
marital status, diagnosis, number of hospital admissions and age of onset (see 
Table 4). The number of patients in each o f the three phases is euthymia 58, 
depression 57 and mania 17. This represents the total number of categories for all 
six time points in each phase of the disorder.
3.1.2 Mean Scores in Three Mood States
A summary o f scores on all measures is calculated across the three mood states. 
This is outlined in Table 6.
Table 6 gives an overview of the relative profiles of all patients scores on the ISS, 
the measure used to classify mood state in the sample (in conjunction with the 
HADS). It is interesting to note the differences in mean, standard deviation and 
ranges o f the scores in each of the three phases on the relative subscales of the ISS.
On the ISS ‘Activity’ subscale Mania scores the highest (Mean=335.12, S.D 
=87.97, Range=200-465), Depression the next highest (Mean=l 11.14, S.D=87.97, 
Range=3-400) and Euthymia the lowest (Mean=90.83, S.D=57.96, Range=3-293).
On the ‘Well-Being’ subscale again Mania scores the highest (Mean=198.0, 
S.D=50.34, Range=128-300), Euthymia is next (Mean=178.3, S.D=38.17, 
Range=97-265) and Depression the least (Mean=61.21, S.D=33.61, Range=9- 
120).
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On the ‘Depression5 subscale Depression scores the highest (Mean=93.05, 
S.D=51.14, Range=0-210), Mania the next highest (Mean=73.29, S.D=35.60, 
Range=10-150) and Euthymia the least (Mean=31.17, 8.0=37.59, Range=0-160).
Mania is associated with the most ‘Activation5 and ‘Well-Being5, but also 
relatively high levels o f ‘Depression5. Depression is unsurprisingly associated with 
low levels o f ‘Well-Being5 and high levels o f ‘Depression5. Depression has similar 
levels o f ‘Activation5 to Euthymia, only slightly higher. Euthymia is associated 
with lower levels of ‘Activation5 but higher levels o f ‘Well-Being5 and very low 
levels o f ‘Depression5.
An initial general analysis o f variation across mood states and their relationship to 
comparison measures is carried out. An ANOVA is used to examine the 
significance o f phase, after the variation due to patient is taken into account. The 
normal distribution assumption is valid. The mean score for each phase o f the 
disorder euthymia, depression and mania is calculated for each time point across 
patients based on the ISS and the ‘Depression5 subscale o f the HADS. Table 7 
gives an overview of the summary statistics o f these calculations (i.e., observed 
and adjusted means, and the relative p-values for comparisons between phase on 
each of the measures). This is shown graphically in Appendix 8.
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Table 
6: Sum
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Table 7: Summary Statistics of Pairwise Comparisons by Mood Phase 
(Beliefs and Moods by Phase: Table of Means)
Belief and Mood Scores: Observed (Adjusted) Means
Euthymia
(N=58)
Depression
(N=57)
Mania
(N=17)
EvD
p-value
EvM
p-value
DvM
p-value
R2
Self esteem 19.4 (22.6) 28.6 (25.3) 22.9 (23.2) 0.010 0.637 0.131 0.77
LOC Internal 23.6 (21.7) 19.8 (21.4) 25.3 (26.3) 0.788 0.001 0.001 0.63
LOC Chance 16.6 (18.3) 22.3 (20.8) 19.5 (18.6) 0.074 . 07863 0.234 0.63
LOC Powerful Others 21.7(20.1) 17.6 (19.4) 20.9 (20.4) 0.462 0.842 0.457 0.80
HAD Anxiety 5.9 (7.2) 10.8 (9.5) 11.8 (11.3) 0.007 <0.001 0.111 0.73
HAD Depression 4.2 (5.8) 12.1(10.1) 5.7 (6.6) <0.001 0.422 <0.001 0.82
DAS Approval 0.8 (0.2) -1.8 (-1.0) -1.3 (-1.8) 0.121 0.035 0.400 0.64
DAS Love 1.9 (1.1) -1.6 (-0.6) -1.4 (-2.0) 0.015 <0.001 0.163 0.76
DAS Achievement 3.7 (2.6) 0.5 (1.3) 0.7 (1.4) 0.129 0.285 0.891 0.65
DAS Perfectionism 2.5 (2.3) 0.9 (1.4) 1.4 (0.6) 0.214 0.066 0.416 0.75
DAS Entitlement 1.8 (2.6) 3.0 (2.0) 1.5 (2.0) 0.477 0.573 0.996 0.73
DAS Omnipotence 1.2 (1.6) 1.4 (0.8) -1.1 (-0.6) 0.297 0.033 0.214 0.59
DAS Autonomy 1.5 (1.2) -0.3 (-0.4) 0.5 (1.3) 0.028 0.923 0.079 0.63
DAS Total 91.6 (93.6) 102.8 (101.9) 105.4(101.4) 0.015 0.068 0.908 0.78
Social Comparison 68.5 (60.6) 43.3 (52.3) 69.0 (66.0) 0.023 0.244 0.005 0.70
EBS Self to Self 0.8 (1.6) 3.9 (3.0) 1.5 (1.7) 0.048 0.856 0.184 0.60
EBS Other to Self 1.9 (2.7) 5.2 (4.4) 5.3 (5.3) 0.062 0.020 0.419 0.60
EBS Self to Other 0.5 (0.1) 0.8 (1.1) 2.1 (2.3) 0.013 <0.001 0.036 0.51
Bold = significantly different from the other phases (P < 0.05)
N=nmnber of episodes recorded in a given phase (each patient supplies 6 observations) 
Linear model: Score(ij) = constant + Patient(i) + Phased) + error(ij). Adjusted means in parentheses.
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3.1.3 Course of Mood
Analysis of variability over time is used to examine the course of mood. A series o f 
paired categories look at the effect that change or stability has on all measures. Nine 
pairings are used -  three which indicate increase in mood (euthymia-mania, 
depression-euthymia, depression-mania), three which indicate decrease in mood 
(mania-euthymia, euthymia-depression, mania-depression) and three which indicate 
no change (mania-mania, depression-depression, euthymia-euthymia). Table 8 
summarises the occurrence of change/no change over the six time points.
Table 8: Summary Table of Occurrences of Change/Stability in Mood State
Direction of Mood Change/Stability Number of Occurrences
Euthymia -  Mania 2
Depression- Euthymia 8
Depression — Mania 3
Mania -  Euthymia 5
Euthymia -  Depression 9
Mania -  Depression 3
Mania -  Mania 7
Depression - Depression 37
Euthymia -  Euthymia 36
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The number o f occurrences is large enough (p>5) in only six pairings: Depression- 
Euthymia, Mania-Euthymia, Euthymia-Depression, Mania-Mania, Depression- 
Depression, Euthymia-Euthymia. On these pairings a one-sample t-test is used to 
examine whether change resulting from change/stability in phase is statistically 
significant. There are insufficient episodes of movement from euthymia and 
depression to mania to statistically test the role that self-esteem plays in precipitating 
mania where Neale’s (1988) hypothesis links self-esteem, or threats to self with 
mania. The pairings of mood change or stability that directly relate to the testing of 
this theory would examine change or stability in euthymie or manic states or where 
there is movement between them Data is collected on pairings of mood in order to 
explore temporal change or stability across mood states in order to test this specific
hypothesis.
Profiles of change and stability in mood state are plotted graphically and summary 
statistics are given in Appendix 9.
3.2 Phenomenology of Bipolar Disorder
3.2.1 Evaluative Beliefs
Hypothesis 1 - Negative Person Evaluations will be dependent on phase o f  the
disorder, i) In manic episodes there will be no perceived negative evaluation o f  self 
%) 7» f&prarW eWwafiomy WZ f&g same as m WMzpafar depression
where self is evaluated negatively and others are not.
There are differences in self-self negative evaluation (p= 0.048) scores between 
depression and euthymia with depressed patients scoring highest on negative self-self 
evaluations (D>M>E). On other-self negative evaluations there are differences 
between euthymia and mania (p = 0.020) where mania is associated with the highest 
level of negative other-self evaluations (M>D>E). On self-other evaluations there are 
significant differences between all three phases (EvD =0.013, EvM=<0.001, 
DvM=0.036). Mania is associated with the highest level of negative self-other
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evaluations followed by depression and then euthymia (M>D>E). Tables 9 (i) and 9 
(ii) illustrate the summary scores and differences between phases.
Table 9 (i): Evaluative Beliefs Observed (Adjusted) Mean Scores by Phase
Mean Score Euthymia Depression Mania
Other -Self 1.9 (2.7) 5.2 (4.4) 5.3 (5.3)
Self-Other 0.5 (0.1) 0.8 (1.1) 2.1 (2.3)
Self-Self 0.8 (1.6) 3.9 (3.0) 1.5 (1.7)
* Bold = Significantly different from other phases (p<0.05)
Table 9 (ii) : Pairwise Comparison between Phases on the Evaluative Beliefs 
Scale (‘p’ values)
Pairwise
Comparison
EvD EvM DvM
Other-Self 0.062 0.020 0.419
Self-Other 0.013 <0.001 0.036
Self-Self 0.048 0.856 0.184
* Bold = Significant difference between phases (p<0.05)
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Negative person evaluations are mood dependent. Hypothesis 1 (i) is not supported, as 
there are negative evaluations of the self in mania.
As shown in the Table 9 (i) depression is associated with the most self-self negative 
evaluations and mania with the most other-self and self-other negative evaluations.
To assess whether the pattern and level o f the evaluative beliefs are similar to unipolar 
depression, data from a research study conducted by Chadwick and Trower (1997) is 
used as a comparison (see Table 10).
Table 10: Evaluative Beliefs Comparison Data*(from Chadwick & Trower, 1997)
Median Scores (Range)
Unipolar
Depression
(n=22)
Paranoia
(n=23)
Control
(n=22)
Other-self 11 (2-18) 6(0-18) 0 (0-4)
Self-other 0 (0-2) 4(0-11) 0 (0-2)
Self-self 11.5(5-18) 4 (0-18) 0 (0-2)
*  Reproduced by kind permission o f Prof Paul Chadwick
In this study, participants who met DSM-IV diagnostic criteria for Major Depressive 
Disorder and either Paranoid Schizophrenia or Delusional Disorder (paranoid type), 
were given the EBS. A non-psychiatric control group was also given the EBS. Table 10 
summarises the median scores for each of the evaluated groups. Despite differences in 
using median scores in the Chadwick and Trower (1997) study and mean scores in the 
present study, overall data trends can be compared. As can be seen from Table 9 (i)
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and Table 10, the unipolar and bipolar depression scores for other-self and self-self are 
different, with the unipolar scores being much higher. On the basis of this data, 
unipolar and bipolar depression show similar patterns of negative person evaluations, 
but the beliefs appear more extreme in unipolar depression. Thus hypothesis 1 (ii) is 
not supported. There is a trend o f evaluating the self (by self and others) as negative 
and other people not being negatively evaluated but this is not as extreme as in 
unipolar depression. In the present study levels of negative self-self evaluations in 
euthymia are similar to those of the controls in the Chadwick and Trower (1997) study 
(Le., low levels o f negative self-self evaluation). In other-self evaluations mania scores 
are higher than controls in the Chadwick and Trower (1997) study, with mania having 
higher other-self negative evaluations than the controls. Mania scores in the present 
study are similar to paranoia in Chadwick and Trower’s (1997) study.
Further ANOVAs are carried out on each questionnaire relating to each phase of the 
disorder as classified by the ISS Total and the HADS. The results are as follows:
3.2.2 Self-Esteem
Hypothesis 2 -  Self-esteem will be mood dependent (high in mania, low in depression).
There is a significant difference between phases on the RSES at the 0.05 level. 
Significant differences are found on self-esteem between depression and euthymia (p 
= 0.010). The observed means for each phase are euthymia = 19.4, depression = 28.6 
and mania = 22.9. Self-esteem was lowest in depression, then mania and highest 
during euthymia.
As predicted by Hypothesis 2 self-esteem is mood dependent, in that self-esteem is 
significantly higher during euthymia than depression, but not significantly lower 
during depression than mania. Levels of self-esteem are no higher in mania than 
euthymia or depression. Mania does not significantly raise self-esteem for participants 
in this study.
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3.2.3 Assumptions
Hypothesis 3 -  Assumptions will he dysfunctional during both mania and depression,
i) In depression, all subscales o f  the DAS will be dysfunctional, as in unipolar 
depression, ii) In mania and euthymia, dysfunction will centre on achievement.
Table 11 outlines the observed (adjusted) means for phase on the DAS. Negative 
scores indicate attitudinal dysfunction. Results show that on average that assumptions 
are dysfunctional during depression and/or mania on the subscales of the DAS.
Table 11: Table of Observed (Adjusted) Means and Pairwise
Comparisons on the Dysfunctional Attitudes Scale (DAS)
____________ Euthymia______Depression Mania EvD EvM DvM
DAS Approval 0.8 (0.2) -1.8 (-1.0) -1.3 (-1.8) 0.121 0.035 0.400 0.64
DAS Love 1.9 (1.1) -1.6 (-0.6) -1.4 (-2.0) 0.015 <0.001 0.163 0.76
DAS Achievement 3.7 (2.6) 0.5 (1.3) 0.7 (1.4) 0.129 0.285 0.891 0.65
DAS Perfectionism 2.5 (2.3) 0.9 (1.4) 1.4 (0.6) 0.214 0.066 0.416 0.75
DAS Entitlement 1.8 (2.6) 3.0 (2.0) 1.5 (2.0) 0.477 0.573 0.996 0.73
DAS Omnipotence 1.2 (1.6) 1.4 (0.8) -1.1 (-0.6) 0.297 0.033 0.214 0.59
DAS Autonomy 1.5 (1.2) -0.3 (-0.4) 0.5 (1.3) 0.028 0.923 0.079 0.63
DAS Total 91.6 (93.6) 102.8 (101.9) 105.4 (101.4) 0.015 0.068 0.908 0.78
Patients report dysfunctional attitudes towards ‘Love’ during both mania and 
depression, but not euthymia. Dysfunctional attitudes towards ‘Approval’ and 
‘Omnipotence’ are reported only during mania, and dysfunctional attitudes towards 
‘Autonomy’ (e.g., helplessness) are reported only during depression.
Significant differences are found between phases on ‘Approval’ between mania and 
euthymia (p=0.035), with mania being associated with more negative assumptions 
than euthymia (level of dysfimction-M>D>E). On ‘Love’ significant differences are 
found between euthymia and depression (p=0.015) and between euthymia and mania 
(p=<0.001). Mania and depression are associated with negative or dysfunctional 
beliefs on ‘Love’ whereas euthymia is not (level o f dysfimction-M>D>E). On 
‘Omnipotence’ significant differences are found between euthymia and mama 
(p=0.033). Mania is associated with negative beliefs on this subscale (level of 
dysfunction-M>D>E). On ‘Autonomy’ there are significant differences between
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euthymia and depression (p=0.028), with depression being associated with the most 
negative assumptions on this subscale (level o f dysfunction- D>E>M).
On the DAS ‘Total’ depression is associated with significantly more negative 
assumptions than euthymia (p=0.015) (E»M>E) but has a similar overall level of 
dysfunction to mania.
Hypothesis 3(i) is not supported as assumptions are not all dysfunctional on the 
subscales during the depression. Hypothesis 3 (ii) is not supported as dysfunction does 
not centre on the need for achievement in mania or euthymia.
3.2.4 Locus of Control
Hypothesis 4 -  Locus o f Control will he internal in mania and external in depression.
There is a significant difference between phases on the ‘Internal’ subscale of the 
MHLOC. There are no significant differences on the other subscales ‘Chance’ and 
‘Powerful Others’ across phase. A pairwise comparison of differences on the ‘Internal’ 
subscale show the difference to be significant between mania and the other two phases 
( E v M  p = 0.001, DvM p=0.001). Table 12 illustrates this.
Table 12: Observed (Adjusted) Means and Pairwise Comparisons 
on the Multidimensional Health Locus of Control Scale.
Euthymia Depression Mania EvD EvM DvM R2
LOC Internal 23.6 (21.7) 19.8 (21.4) 25.3 (26.3) 0.788 0.001 0.001 0.63
LOC Chance 16.6 (18.3) 22.3 (20.8) 19.5 (18.6) 0.074 0.863 0.234 0.63
LOC Powerful Others 21.7(20.1) 17.6 (19.4) 20.9 (20.4) 0.462 0.842 0.457 0.80
Scores on the 'Internal' subscale are lower than the norms in all three mood states, 
higher than the norm for 'Chance' in all three mood states and higher than the norm for 
'Powerful Others' only during depression.
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During mania patients score the highest on ‘Internal’ Locus of Control and during 
depression the lowest, as predicted by Hypothesis 4. Locus of control for health is 
significantly more internal during mania than depression. Mania is associated with the 
highest levels of ‘Internal’ Locus of Control compared to euthymia or depression 
(M>E>D).
3.2.5 Social Comparison
Hypothesis 5 -  Social Comparison (comparison o f  self in relation to others) will be 
mood dependent (i.e., more favourable in mania and less favourable in depression).
An ANOVA and pairwise comparison between the ISS measure and the SCS reveals a 
significant difference between certain phases. Differences are significant between 
euthymia and depression (p =0 .023) and mania and depression (p =0 .005).
Patients are likely to score significantly higher on the SCS in mania or euthymia than 
in depression. A higher score is associated with a more favourable self-other 
comparison. In depression people are likely to view themselves less favourably in 
relation to others than in mania or euthymia (M>E>D). Scores during mania (mean = 
69.0) and euthymia (mean = 68.5) are above the norm in terms of mean scores on SCS 
as per a student population (mean = 64.67). Results in this study are likely to be due to 
a depression effect. Hypothesis 5 is in part supported where beliefs about self in 
relation to others are influenced by depression.
3.2.6 Anxiety
Hypothesis 6 -  Levels o f  anxiety will be affected by mood state.
Further ANOVAs and pairwise comparisons reveal a significant difference across 
phase in the level o f anxiety as measured by the HADS. Table 13 illustrates this.
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Table 13: Observed (Adjusted) Means and Pairwise Comparison on 
the Hospital Anxiety and Depression Scale (Anxiety)
Euthymia Depression Mania EvD EvM DvM
HAD Anxiety 5.9 (7.2) 10.8 (9.5) 11.8 (11.3) 0.007 <0.001 0.111 0.73
Pairwise comparisons show significant differences between euthymia and mania (p = 
<0.001) and euthymia and depression (p = 0.007). Anxiety is higher in mania than in 
euthymia, and higher in depression than in euthymia. There are no significant 
differences in anxiety between mania and depression. On average anxiety is highest in 
mania (M>D>E). In euthymia anxiety scores are sub-clinical. Scores during mania are 
in the ‘moderate’ range and in the ‘mild’ range during depression. Levels of anxiety 
are influenced by both mania and depression.
Hypothesis 6 is supported as levels of anxiety are influenced by mood state.
3.3 Temporal Connections -  Stability and Change
Change and stability across phase is tested by examining change/no change on 
measures in relation to movement between phase and when phase stayed the same. 
Nine possible pairings of phase were tested -  Mania- Euthymia, Mania-Depression, 
Euthymia-Depression, Euthymia-Manic, Depression-Euthymia, Depression-Mania, 
Mania-Mania, Depression-Depression and Euthymia-Euthymia. The difference 
between the means across phase is calculated. In cases where the number of 
observations are large enough (>5), a one-sample t-test is used to see if the change in 
response resulting from change/no change in phase is statistically significant. 
Summary tables of these configurations are shown in Appendix 9. Significant 
differences on measures are found only in changes between mood states not when 
mood state stays the same.
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3.3.1 Evaluative Beliefs
Hypothesis 7 -Evaluative Beliefs will change as mood state changes, i) When entering 
mania perceived negative evaluations o f  self will decrease and negative evaluations o f 
others will increase, ii) When entering depression perceived negative evaluations o f  
self will increase and negative evaluations o f others will decrease.
Hypothesis 7 (i) predicts that as mood moves towards mania, there will be a decrease 
in perceived negative evaluations of self, but an increase in the negative evaluations of 
others. Testing of this hypothesis was severely limited by the number of occurrences 
of movement into mania. There are only two occurrences of movement from 
euthymia-mania and only three occurrences of movement o f depression-mania. It was 
not possible to carry out analysis based on these few variables but a brief comment on 
trend can be made.
In euthymia-mania the mean for self-self and self-other on the EBS was 0.00, whilst 
for other-self it was -1.50. There is no change in self-self and self-other negative 
evaluations when entering mania from euthymia but a decrease in other-self negative 
evaluations. Mean scores associated with movement from depression to mania are 
self-self (-2.33), other-self (-4.67) and self-other (1.67). This implies a decrease in 
negative evaluations in self-self and other-self dimensions but an increase in negative 
self-other evaluations. There seems to be some support for part of Hypothesis 7 (i) 
where trends show that negative evaluations of self by others do decrease in both 
euthymia-mania and depression-mania. Self-self evaluations are less certain with no 
change in euthymia-mania and the predicted decrease in depression-mania. Similarly, 
negative evaluations of others do increase when moving from depression-mania, as 
predicted by Hypothesis 7 (i). Given the sample sizes it is not possible to draw any 
firm conclusions as Hypothesis 7 (i) could not be statistically tested.
Hypothesis 7 (ii) predicts that when entering the depressed episode, perceived negative 
evaluations of self will increase and negative evaluations of others will decrease. On 
movement from euthymia-depression the sample size (n=9) is large enough to carry 
out a t-test on this data but none of the scores on the EBS are at significance level. The 
sample for mania-depression (n=3) is not large enough to carry out a t-test. Again on
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the basis o f trends it seems that in both phase changes other-self scores did increase 
(euthymia-depression mean = 2.11, mania-depression mean = 2.33). This implies an 
increase in negative evaluations from others towards self when moving into 
depression, in line with Hypothesis 7(ii). Trends in mean scores on self-self 
(euthymia-depression=0.00, mania-depression = 3.67) are mixed. There is a 
suggestion of an increase in negative self-self evaluations when moving from mania- 
depression. Similarly, on self-other evaluations trends in means are mixed (euthymia- 
depression = 1.11, mania-depression =0 .00), implying possible increases in negative 
self-other evaluations in euthymia-depression.
The one area of significance in these configurations is in depression-euthymia in 
other-self evaluations (mean difference = -3.63, p = 0.006). When people move from 
depression to euthymia perceived negative evaluations of themselves by others 
decreases. This is in line with Hypothesis 7 (ii) which predicts depression to be 
associated with more negative self evaluations. Overall, Hypothesis 7 (ii) could not be 
statistically tested.
It is not possible to draw specific conclusions relating to Hypothesis 7 but trends imply 
that parts of the hypothesis are supported.
3.3.2 Assumptions
Hypothesis 8 -  Dysfunctional Assumptions will change as mood changes, with an 
increase in dysfunctional assumptions with movement towards depression.
Negative scores on the DAS indicate attitudinal dysfunction. Sample sizes for the 
various configurations o f change or stability across phase are in the most part too 
small to draw specific conclusions. On examination of the profiles of differences in 
means across phases, it was evident that dysfunctional assumptions did change as 
mood state changes.
Only on the ‘Love’ subscale on the DAS is there a significant between specific phases. 
Change from depression-euthymia on the ‘Love’ subscale is significant (mean
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difference = 3.63, p = 0.044). The level of dysfunction on this subscale decreases as 
patients moves from depression to euthymia (i.e., they become less concerned about 
issues to do with lovability when euthymie). When moving from mania to euthymia 
patients again report a decrease in the level of dysfunction on the ‘Love’ subscale 
(mean difference = 2.00, p = 0.034).
There are no other significant differences in dysfunctional attitudes between phases. 
Despite there being no reported significant differences on the DAS ‘Total’ scores as 
patients move between phases, trends imply that as patients move from euthymia to 
depression and from mania to depression the level of dysfunction increases. Similarly, 
when patients move from depression to euthymia and depression to mania the level of 
dysfunction decreases. This provides some support for Hypothesis 8 as dysfunctional 
assumptions increase when mood moves towards depression and decrease when mood 
moves away from depression. Movement towards euthymia either from depression or 
mania significantly decreases the level of dysfunction on the ‘Love’ subscale of the 
DAS (i.e., they are less concerned with lovability when they move towards euthymia 
from the other two phases). Hypothesis 8 is partly supported but cannot be fully tested 
due to small sample sizes.
3.3.3 Locus of Control
Hypothesis 9 -  Locus o f Control will he influenced by changes in mood state.
This hypothesis is only testable for euthymia-depression, depression-euthymia, mania- 
euthymia, euthymia-euthymia, mania-mania and depression-depression. Only on 
mania-euthymia is the difference in mean significant (p = 0.005) on ‘Internal’ Locus 
of Control. Locus of control over health is significantly more internal during mania 
than euthymia. This supports Hypothesis 4 where mania is associated with the highest 
levels o f ‘Internal’ Locus of Control and depression the lowest.
Trends in the data reveal that any movement towards euthymia is associated with a 
decrease in ‘Chance’ and ‘Powerful Others’ Locus of Control, although it was not 
possible to test for significance. Similarly, any movement towards depression is
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associated with a decrease in ‘Internal’ Locus of Control and an increase in ‘Chance’ 
Locus of Control. Movement towards mania is associated with an increase in 
‘Internal’ Locus of Control.
Hypothesis 9 is supported as there was at least one instance of significant change in 
Locus of Control as mood changed. Small sample sizes confounded clear testing of 
this hypothesis.
3.3.4 Social Comparison
Hypothesis 1 0 -  Social Comparison will be influenced by changes in mood state.
There are no significant changes revealed in social comparison as mood shifts (see 
Appendix 9). Small sample sizes again precluded more expansive analyses.
Trends suggest that as people move towards euthymia from the other two mood states, 
social comparison improves (Le., they view themselves more favourably in relation to 
others). When people move towards depression from the other two mood states scores 
on social comparison decrease (Le., they view themselves less favourably in relation to 
others). Movement from depression to mania improves social comparison (Le., they 
have a more favourable view of self) and from euthymia to mania there is a worsening 
in social comparison (Le., a less favourable view of self). Data from other studies 
using the SCS for other clinical groups shows that bipolar depressed patients in the 
current study do not compare themselves as unfavourably to others as unipolar 
depressed patients (Allan & Gilbert, 1995; Gilbert, 2000). The mean score during the 
bipolar depressed phase was 43.30, compared to unipolar depressed patients who 
scored 38.90 and 40.63 in the above studies respectively.
Trends in the current study, however, are in line with expectations o f social 
comparison measures where depression is associated with the least favourable view of 
oneself in relation to others (as predicted by Hypothesis 5).
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3.3.5 Self-Esteem
Hypothesis 11 -  Self-esteem will vary across mood states but will remain relatively 
constant during mania and will fluctuate more during euthymia and depression.
Neale’s (1988) theory suggests that self-esteem is unstable in bipolar affective 
disorder, with mania acting to establish or strengthen stability in self-esteem. For self­
esteem to be unstable, it must exhibit change not only between episodes of different 
mood states, but also between times when mood stays constant and within periods of 
mood change. This study examined changes as mood shifted between phases and 
when mood stayed the same using the RSES. Table 14 gives an overview of the 
direction and magnitude of change on the RSES across phase shift. Variability should 
be defined on the basis of statistically significant changes in the data, as the RSES 
itself does not specify what would represent variation in self-esteem. Small sample 
sizes preclude this in most instances, so variation in the standard deviation in mood 
groupings is also examined.
Self-esteem is not significantly affected by changes from one mood state to another 
and does not significantly vary when mood state stays the same (where sample size 
allowed comparison).
On the basis of trends in mean scores relating to change between mood states the 
following observations can be made. Self-esteem improves as patients move from 
euthymia-mania, depression-euthymia, depression-mania, and mania-euthymia, and 
decreased when patients move between euthymia-depression and mania-depression 
(high scores on the RSES indicate lower self-esteem, thus negative mean scores 
indicate an improvement in self-esteem). When patients stay in euthymia • and 
depression over time self-esteem increases and decreases when they stay in mania. 
Overall self-esteem increases as mood improves, and decreases as mood goes down. 
There was some slight fluctuation in self-esteem when mood stays the same, 
particularly when manic, but not at significance level.
Examination of the standard deviations in self-esteem (see Appendix 9) show more 
variability when mood remains manic than when it remains euthymie (M-M = 9.47, E-
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E = 4.14). This is not in line with Neale’s (1988) hypothesis, which predicts that mania 
should act as a stabilising agent for self-esteem. However, with the smaller numbers in 
the mania-mania. group one might expect more variability, so results must be 
interpreted with caution.
Table 14: Self-Esteem -  Magnitude of Change Across Phases
Mood Phase Number of Observations Mean Difference
Euthymia-Depression 9 1.78
Euthymia-Mania 2 -1.00
Depression-Euthymia 8 -1.75
Depression-Mania 3 -2.00
Mania-Euthymia 5 -2.80
Mania-Depression 3 5.33
Euthymia-Euthymia 36 -.44
Mania-Mania - 7 1.0
Depression-Depression 37 -.46
Hypothesis 11 focuses on Neale’s (1988) assumption regarding unstable self-esteem in 
bipolar disorder. This is not supported, as self-esteem does not significantly vary as 
mood shifts or when mood stays the same. There is some variation in self-esteem as 
mood shifts. However, moves into mania and euthymia are associated with increased 
self-esteem and moves into depression with lowered self-esteem. Stability in mood is 
associated with less variability in self-esteem.
For this hypothesis to be confirmed, the periods when mood remains manic should 
show less change in self-esteem than when mood remains euthymie or depressed. This 
was not confirmed, with trends showing more variation in self-esteem when mood 
remains manic than the other two states. The data does not support Hypothesis 11.
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3.3.6 Anxiety
Hypothesis 12 -Anxiety will heighten before entering and during mania.
Levels of anxiety as measured by the HADS do vary across change in phase, but not 
significantly. Movement towards euthymia from the other two phases is associated 
with a decrease in anxiety. Movement towards mania is associated with an increase in 
anxiety from euthymia and a decrease from depression.
Hypothesis 12 predicts that anxiety will heighten before entering and during the manic 
phase. Anxiety did heighten on entering the manic phase but small sample sizes 
precluded significant comparison. No significant change is found in the level o f 
anxiety when mood remains manic. It is not possible to properly test Hypothesis 12 for 
movement into the mania and this hypothesis is not confirmed for anxiety during 
mania.
3.4 Euthymie and Comparison Group
3.4.1 Summary
Hypothesis 13 -  When euthymie beliefs o f bipolar patients will be similar to those o f  
non-psychiatric controls.
The nine euthymie patients and the non-psychiatric control group were compared on 
all measures using a paired t-test. Table 15 shows summary data from these 
comparisons:
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Table 15: Summary Table of Comparison of Euthymie Patients 
with Matched Non-Psychiatric Controls
Variable
Mean Difference 
(Patient -  Control)
Paired t-test 
P-value
DAS Achievement -0.889 0.7814
DAS Approval 1.5556 0.5377
DAS Autonomy -0.444 0.8331
DAS Entitlement -2.333 0.3322
DAS Love 1.5556 0.5348
DAS Omnipotence -1.222 0:5000
DAS Perfectionism -0.111 0.9657
DAS Total 1.1111 0.9429
Depression (ISS) -12.78 0.5637
EES Other to Self 3.2222 0.0890
EES Self to Other 0.4444 0.3122
EES Self to Self 1.6667 0.3466
HAD Anxiety 0.2222 0.9228
HAD Depression 1.7778 0.3122
Total (ISS) -0.222 0.1690
LOG Chance -2.667 0.0237
LOG Internal 1.7778 0.5575
LOG Powerful Others 6.5556 0.0199
Rosenberg Self-Esteem -1.333 0.5985
Social Comparison Scale 0 1.0000
Wellbeing (ISS) 36.111 0.1910
Activity (ISS) -41.89 0.1060
There are no significant differences between patients who are euthymie (in remission 
from bipolar disorder) and the healthy matched control group on dysfunctional 
attitudes, self and other evaluation, anxiety, self-esteem or social comparison. 
Euthymie patients are significantly more likely to report an external Locus of Control 
for health than non-psychiatric controls. "
3.4.2 Symptomatic Measures
There are no differences between the euthymie patients and the control group on 
measures of symptom (i.e., HADS, ISS).
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3.4.3 Belief Measures
There are no significant differences between euthymie patients and the control group 
on most measures of belief (i.e., RSES, EBS, DAS and SCS).
Compared to the control group the euthymie patient group report significantly lower 
‘Chance’ Locus of Control (p=0.024) and higher ‘Powerful Others’ Locus of Control 
(p=0.020). There is no significant difference between the two groups on ‘Internal’ 
Locus of Control (p=0.557). On the ‘Chance’ subscale euthymie patients score lower 
than controls (i.e., they believe their health is less influenced by chance than their 
control counterparts). On the ‘Powerful Others’ subscale euthymie patients score 
higher than controls (i.e., they believe their health is more influenced by the actions of 
others than their control counterparts). Table 16 gives an overview of this.
The results show no significant differences between the euthymie group at time 1 and 
the control group on most measures, with the exception of two subscales on the 
MHLOC scale. Hypothesis 13 is confirmed. The beliefs of the people with bipolar 
disorder when euthymie are largely similar to non-psychiatric individuals.
Table 16: Locus of Control Scores for Euthymie and Control Groups
Subscale Mean Difference 
(Patient -  Control)
Paired t-test 
P-value
LOC Chance -2.667 0.0237
LOG Internal 1.7778 0.5575
LOC Powerful Others 6.5556 0.0199
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3. 5 Descriptive Profile of Bipolar Disorder -  A Summary
From the results it is possible to summarise a profile of the ways in which people see 
themselves and the world, and indeed how they feel perceived by others.
3.5.1 Profile o f Bipolar Mania
i) During mania people are more likely to believe that others evaluate them 
negatively than during euthymia, but this is not as extreme in unipolar depression 
when compared to results from Chadwick and Trower (1997). In mania they are also 
more likely to view others more negatively than in depression or euthymia.
ii) Self-esteem is not affected by mania and is similar to that in euthymia.
iii) During mania people are more likely to have dysfunctional assumptions on the 
‘Love’, ‘Approval’, and ‘Omnipotence’ subscales of the DAS, compared to euthymia 
(i.e. they are less likely to believe they are loveable, are more governed by approval 
and see themselves as more omnipotent or responsible for what goes on around them).
iv) During mania people are more internally located than in euthymia or in 
depression. Similarly, in mania people tend to view themselves (social comparison) 
more favourably in relation to others compared to in depression.
v) During mania people experience higher levels o f anxiety than in euthymia.
Mania is significantly different from euthymia on the following measures;
- Mania has higher levels of negative Other-Self and Self-Other evaluation.
- Mania has more negative/dysfunctional attitudes towards ‘Love’, ‘Approval’ and 
‘Omnipotence’.
- Mania is associated with having more of an ‘Internal’ Locus of Control over 
health.
- M a n ia  is  a s s o c ia te d  w i th  a  h ig h e r  d e g re e  o f  a n x ie ty .
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Mania is significantly different from depression on the following measures;
- Mania has higher levels of negative Self-Other evaluation.
- Mania is associated with having more of an ‘Internal’ Locus of Control over
health.
In mania people compare themselves more favourably to others.
3.5.2 Profile of Bipolar Depression
i) During depression bipolar patients are more likely to evaluate themselves 
negatively compared to euthymia. This is not as extreme as in unipolar depression 
(Chadwick & Trower, 1997). In depression they are also more likely to evaluate others 
negatively compared to in euthymia, but less so than in mama.
ii) In depression people are likely to have significantly lower self-esteem than in 
euthymia.
iii) In depression people have more negative or dysfunctional assumptions on the 
subscales of ‘Love’ and ‘Autonomy’ and overall (Total) scores on the DAS than in 
euthymia (i.e., see themselves as less loveable and less autonomous, and have a higher 
level of overall negative belief about themselves).
iv) Changes in Locus of Control are not linked with depression. People score similarly 
on Locus of Control in depression and in euthymia. They are, however, less likely to 
see themselves favourably in relation to others on measures of social comparison, 
compared to euthymia or mania.
v) In depression people experience higher levels of anxiety than in euthymia.
Depression is significantly different from euthymia on the following measures;
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- Depression has higher levels o f negative Self-Self and Self-Other evaluations. 
Depression is associated with lower self-esteem.
- Depression is associated with more negative/dysfimctional attitudes towards
‘Love’ and ‘Autonomy’. Depression is associated with a higher overall level of
dysfunctional assumptions.
- In depression people compare themselves less favourably to others.
- Depression is associated with a higher degree of anxiety.
Depression is significantly different from mania on the following measures,
Depression has lower levels o f negative Self-Other evaluations.
In depression people compare themselves less favourably to others.
3.6 SUMMARY OF RESULTS
3.6.1 Phenomenology o f Bipolar Affective Disorder
Hypothesis 1: Negative person evaluations will be dependent on the phase o f the 
disorder, i) In manic episodes there will be no perceived negative evaluation o f  self
ii) In depressed episodes evaluations will be the same as in unipolar depression, self is
evaluated negatively and others are not.
Negative person evaluations (as shown by the EBS) are mood dependent. More 
specifically, however, Hypothesis 1 (i) is not supported, as there are negative 
evaluations of self (both by self and by others) in mania, especially of self by others. 
There is an increase in the negative evaluation of others during mania. During 
depression, there is an increase in negative self-evaluations. There is also an increase 
in the negative evaluation of others in depression compared to euthymia. Mania is 
associated with the most self-other negative evaluations, then depression, then 
euthymia. Depression is associated with the most self-self negative evaluations and 
mania the most other-self negative evaluations. The prediction that the evaluations 
would be of similar magnitude to those found in unipolar depression (Hypothesis 1
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(ii)) is not confirmed. The negative evaluations of self in bipolar depression are not as 
extreme as in unipolar depression.
Hypothesis 2: Selfesteem will be mood dependent (high in mania, low in depression). 
As predicted, self-esteem is mood dependent, with self-esteem being higher in mania 
fhan in depression, but highest in euthymia. Self-esteem is not significantly higher 
during mania, than euthymia but it is significantly lower in depression than in 
euthymia. Data suggests that self-esteem is significantly lowered by depression but it 
is not significantly raised by mania.
Hypothesis 3: Assumptions will be dysfunctional during both mania and depression,
i) In depression, all subscales o f  the DAS will be dysfunctional, as in unipolar 
depression, ii) In mania and euthymia, dysfunction will centre on achievement.
Both mania and depression involve some pattern of negative dysfunctional 
assumption, whereas euthymia does not. Dysfunctional attitudes towards ‘Love’ are 
reported during both mania and depression. Dysfunctional attitudes towards 
‘Approval’ and ‘Omnipotence’ are reported only during mania and towards 
‘Autonomy’ only in depression. Significant differences are found in the ‘Total’ level 
of dysfunction between depression and euthymia. However, not all subscales on the 
DAS are found to be dysfunctional during depression as expected in Hypothesis 3 (i). 
This hypothesis is not supported. Hypothesis 3 (ii) is not supported, as there is no 
significant correlation between mania or euthymia and ‘Achievement’.
Hypothesis 4: Locus o f  Control will be internal in mania and external in depression.
As predicted. Locus of Control is internal in mania but not in depression. External 
locus o f control is not significant in any phase.
Hypothesis 5: Social Comparison (comparison o f  self in relation to others) will be 
mood (i.e., moreydvowmMe m mama aW ZaM./avawra6/g m ckpr&MmM).
As predicted, social comparison is influenced by mood state. Depression is associated 
with the most negative view of self in relation to others. Mama is associated with the 
most favourable view of self in relation to others, followed by euthymia. When people 
move towards depression from the other two mood states comparison of self in 
relation to others become less favourable. Movement towards euthymia is associated
219
with more favourable social comparison. Depression significantly lowers social 
comparison beliefs in relation to euthymia and mama, as predicted by Hypothesis 5.
Hypothesis 6: Levels o f  anxiety will be affected by mood state.
As predicted, anxiety is influenced by mood state. Anxiety is highest in mania and 
then depression. It is significantly lower in euthymia, falling below clinical thresholds 
compared to mania and depression, where it is above the clinical threshold. Hypothesis 
6 is supported.
3.6.2 Stability and Change
Hypothesis 7: Evaluative Beliefs will change as mood state changes, i) When entering 
mania perceived negative evaluations o f  self will decrease and negative evaluations o f  
others will increase, ii)' When entering depression perceived negative evaluations o f
self will increase and negative evaluations o f others will decrease.
Testing of Hypothesis 7 (i) was limited by the small number of movements into mania. 
It is predicted that as mood moves towards mania negative evaluations o f self will 
decrease whilst negative evaluations o f others will increase. On the basis of trend there 
is some support for Hypothesis 7 (i) as negative evaluations o f self by others do 
decrease when moving into mania from other mood states and negative evaluations o f 
others increase when moving from depression. Hypothesis 7(i) is not properly tested 
but basic trends are supportive.
Hypothesis 7(ii) predicts that when entering depression negative evaluations of self 
increase and negative evaluation of others decrease. Small sample sizes precluded 
complete statistical testing but trends indicate an increase in other-self negative 
evaluations in movement towards depression. When people move from depression to 
euthymia negative other-self evaluations significantly decrease in line with Hypothesis 
7(ii).
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Hypothesis 8: Dysfunctional Assumptions will change as mood changes, with an 
increase in dysfunctional assumptions with movement towards depression.
Small sample sizes precluded statistical testing o f this hypothesis. It is predicted that 
dysfunctional assumptions will change as mood changes. This is only the case on one 
subscale o f the DAS (Love). Trends revealed fluctuations in dysfunctional assumptions 
as mood shifted, in line with the predicted increase in dysfunctional assumptions as 
mood changes in relation to depression. Hypothesis 8 is in part supported but cannot 
be statistically confirmed.
Hypothesis 9: Locus o f  Control will be influenced by changes in mood state.
This hypothesis predicts that as mood changes Locus o f Control will not remain stable. 
It is not possible to fully test this hypothesis between all phases where mood changes 
due to small sample sizes. However, in phase groupings where numbers are large 
enough this hypothesis is confirmed. Locus o f Control is significantly more internal 
during mania than euthymia (Le., as patients moved from mania to euthymia locus o f 
control becomes less internal).
Hypothesis 10: Social Comparison m il be influenced by changes in mood state.
This hypothesis predicts that social comparison will be influenced by changes in 
mood. There are no significant changes in social comparison as mood shifts. Non­
significant trends are consistent with predictions that depression is associated with the 
least favourable view of oneself.
Hypothesis 11: Self-esteem will vary between mood states but will remain relatively 
constant during mania andfluctuate more during euthymia and depression.
Instability in self-esteem is predicted to be linked to bipolar disorder (Neale, 1988). 
There is some fluctuation in self-esteem over mood shifts and where mood stays the 
same but not at significance levels. It is predicted that self-esteem will remain 
relatively constant during mania, but fluctuate more during depression and euthymia. 
This was not confirmed. Trends showed that mania is associated with more variation 
than depression or euthymia. Hypothesis 11 is not confirmed.
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Hypothesis 12: Anxiety will heighten before entering and during mania.
This hypothesis predicts that anxiety will heighten before entering and during mania. 
Small sample sizes prevented statistical analysis. Trends show anxiety does increase 
when entering mania but not when mood remains manic. Hypothesis 12 cannot be 
confirmed.
3.6.3 Euthymia
Hypothesis 13: When euthymie beliefs o f  bipolar patients will be similar to those o f  
non-psychiatric controls.
In the main Hypothesis 13 is supported as the beliefs o f people with bipolar disorder 
when euthymie are found to be similar to those of non-psychiatric controls. 
Differences between the two groups are found only on the Locus of Control measure 
where bipolar patients felt their health to be less influenced by ‘Chance5 and more 
influenced by the actions of Towerfiil Others’ in relation to the control group.
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4. DISCUSSION
4.1 Understanding the Phases of Bipolar Affective Disorder
The results confirm differences in the beliefs between mania, depression and euthymia 
and that some o f these beliefs are mood-dependent. This study also shows some 
degree o f change over time in the symptomatology and beliefs o f the participants. 
Individuals did cycle between mood states but others remained constant in mood state 
over time. Only four people stayed asymptomatic in terms o f mania and depression 
over the six-month duration o f the study. At least four participants could be viewed as 
rapid cycling bipolars, despite the fact that most saw themselves as predominantly 
stabilised in their condition. Three remained depressed over the course of the whole 
study. Mood swings may not always reach the intensity o f full blown episode of 
depression or mania but many could be viewed as ‘subsyndromal’, spending much of 
their time as either hypomanie or dysphoric (Depue et al., 1981). In order to 
understand how beliefs interact with mood, the results are discussed in terms o f the 
phase of the disorder.
4.1.1 Depression
4.1.1.1 Cognitive Processing in the Depressed Phase -  Symptoms and Evaluations
Beck et aL’s (1979) model o f depression predicts that the depressed phase of bipolar 
disorder would be associated with low self-esteem, high levels o f negative other-self 
and self-self evaluations and low levels o f self-other negative evaluations, together 
with high levels o f symptomatic depression and anxiety as measured by the HADS. 
This study found that in the depressed phase of bipolar affective disorder negative 
cognitive processing was apparent but not so overt as in unipolar depression.
In summary, those in the depressed phase have the highest scores on the RSES 
(indicating low self-esteem), significantly poorer self-esteem than those in euthymia. 
Similarly, in the depressed phase patients have the most self-self negative evaluations, 
significantly more negative than in euthymia, but not the most other-self negative
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evaluations, which occurs in mania. They also have significantly less self-other 
negative evaluations compared to mania. Movement from depression to euthymia is 
associated with a decrease in perceived negative evaluations by others, implying less 
concern with what others think of them.
Current results show self-evaluation to be less negative during the depressed phase of 
bipolar disorder than during unipolar depression (Chadwick & Trower, 1997). The 
cognitive components, relating to self-evaluation, are less pronounced than studies of 
unipolar depression. This may support the idea that bipolar affective disorder is 
biologically as well as cognitively driven (i.e., there is a strong biological component 
to bipolar affective disorder). The overall scores on depression indexes and evaluation 
measures are not in line with what would be expected in unipolar depression in terms 
of cognitive processing and bias. Previous studies have also shown bipolar depression 
to be associated with increased negative self-evaluations/schemata compared to 
normal controls (Lyon et al., 1999), but not as negative as in unipolar depression. The 
role o f biological factors in this disorder may be as salient as psychological or 
cognitive ones, as a predominantly psychological/ cognitive model would predict that 
issues relating to the self would be more prominent than has been found.
Self-esteem was low, significantly lower in depression than euthymia, but scores are 
not at the extreme end of the scale. Scores on the RSES in this study are lower than 
normative mean scores for this measure indicating higher self-esteem (normative mean 
RSES score = 34.73, current study mean RSES score = 28.63). It seems that even in 
depression bipolar depressives do not evaluate themselves as wholly bad. In his theory 
Neale (1988) highlights that the depressed phase is associated with high levels o f poor 
self-esteem as the ‘manic defence’ fails to operate, resulting in depression. One might 
then expect that the levels o f low self-esteem would be much higher than found in this 
study to concur with Neale’s (1988) model. However, the data may be partly 
congruent with Neale’s (1988) idea of a ‘manic defence’. This works at low to 
moderate levels of depression (in this study levels of depression are at the bottom end 
of the ‘moderate’ range on the HADS), defending the individual against negative 
evaluations from others. In turn, this process protects against negative self-evaluations, 
and hence maintains self-esteem. In this study, negative evaluations o f self were 
present in depression and mania so the ‘defence’ may not always be an effective one.
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In theory, cognitive activity is guided away from distressing material and elated mood 
makes it less likely that these cognitions will be accessed from memory with focus 
being steered towards more "positive" memories, i.e., ‘mood repair’ (George, 1998). 
When depression levels are high the defence is predicted to break down, allowing 
perceived negative evaluations by others to impinge. This could result in either 
delusional ideation, which prevents the negative self-referent thoughts from entering 
consciousness, or a further decline into depression (Bentall, 1996). Healy and 
Williams’ (1989) account o f bipolar affective disorder proposes self-esteem is mood 
dependent, with a relatively low cognitive component. This is also in line with results 
from this study.
Self-esteem has been interpreted as a “sociometer”, sensitive to interactions with 
others, especially one’s standing in relationship to others (Leary, Tambor, Terdal & 
Downs, 1995). Self-esteem monitors social interactions and facilitates vigilance to 
social threat. Low self-esteem primes submissive behaviour and displays. However, 
low self-esteem could increase sensitivity to many social emotions such as shame or 
social anxiety. There may then be a reciprocal relationship between self-esteem and 
mood state, which is linked to anxiety about threats to self. Overall, self-esteem may 
be influenced by social interactions and relationships with others, which were not 
evaluated in the current study.
Depression is typically associated with poor self-image in relation to others (Beck, 
1989). Gilbert (2000) cited evidence that depression is associated with internal and 
external shame, with many depressed people perceiving themselves as inferior to 
others. In this study, depression is associated with low self-image in relation to others 
(social comparison), different from the other two mood states. Trends show that 
comparison to others becomes less favourable when people move into depression (not 
at significance level). Compared to other studies using the SCS to examine unipolar 
depression, results from this study show that patients in the bipolar depressed phase do 
not compare themselves as unfavourably to others (Allan & Gilbert, 1995; Gilbert 
2000). This confirms that fundamentally people may have a view o f self as favourable 
or as good as in relation to others but this is affected by depression (Gilbert, 2000). 
This is in line with earlier findings where even in the depressed phase bipolar patients
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do not evaluate themselves as negatively in comparison to patients with unipolar 
depression.
Social rank theory argues that emotions and mood are significantly influenced by the 
perception of one’s social rank or status (i.e., the degree to which one feels inferior or 
superior to others). The direction o f the relationship between social rank and 
depression is still being explored. Gilbert (2000) states that submissive behaviour 
contributes to depression and that this submissive behaviour is linked to anxiety about 
fear of negative evaluation (social anxiety).
In this study, depression is associated with higher degrees o f anxiety than euthymia. 
This may be a reflection of the uncertainty and feelings o f helplessness that can 
accompany depression. Alternatively, it may be a reflection o f anxiety in relation to 
negative evaluations o f self, where depression is the result of a defensive social 
strategy (Gilbert, 1992). Levels for depression (as measured by the HADS) are at the 
top end of the ‘mild’ range, less than would be expected in unipolar depression. There 
is evidence generally o f a strong co-morbid diagnosis o f anxiety in depression 
(Sanderson, Beck & Beck, 1990). Results from the clinical interview and general 
findings on other measures, such as the ISS, suggest that some patients in the sample 
suffered severe bouts of agitated depression during the course of their illness, which is 
not evident from results on the HADS.
4.1.1.2 Locus of Control
Depression is typically associated with an external Locus of Control, where you 
expect to have little control over events around you. This is in line with Beck et al.’s
(1979) model o f the negative cognitive triad. Normative data on the MHLOC scale, 
show that healthy adults have ‘Internal’ Locus o f Control over health with less 
emphasis on external factors, such as ‘Chance’ or ‘Powerful Others’. Results from this 
study show the depressed phase to be associated with the lowest level o f Internal 
Locus o f Control (Le., people are the least internally (most externally located) during 
this phase). People perceive themselves to have significantly less ‘Internal’ control 
over health in the depressed phase, compared to mania. Mean scores during this phase 
are lower on the ‘Internal’ dimension of this scale compared to means o f healthy
226
adults and higher on the ‘Chance’ and ‘Powerful Others’ sub-scales. This is in line 
with what might be expected during depression. However, one might also have 
predicted depression to be associated with a higher level o f ‘Powerful Others, in 
relation to Locus o f Control, than the other two phases. This would indicate that one 
felt oneself to be more influenced by the actions o f others, which would be implied 
from Beck et aL’s (1979) model and other supporting literature on locus o f control. 
This was not shown in this study. None o f the other subscales on the MHLOC scale 
showed significant differences between phases.
Other studies have also shown a trend towards ‘Internal’ Locus o f Control over health 
in bipolar disorder compared to unipolar disorder using the MHLOC (Barker, 1994). 
Barker (1994) compared 26 bipolar women with 18 unipolar women using two 
measures o f locus o f control. However, by using a different measure o f locus o f 
control Barker (1994) found women in his study demonstrated external bias on 
measures of self-control. The MHLOC does not have a subscale relating to self- 
control. Several o f its items relate to self-control over illness, which may confound 
results. In particular, depression is associated with a strong belief that ‘chance’ will 
play a part in illness, with less ability to see illness as controllable by themselves 
(relative to the norms). This is typical o f the degree of helplessness that can be 
associated with depression. Circadian rhythm theories would also predict that there 
would be an internal appraisal/locus o f control due to attributions regarding internal 
states. For example, when moving into depression the individual feels slowed down 
and lethargic and attributes these feelings to an internal cause (‘that’s me’), which acts 
to lower mood further. This sets up an expectation that the person will be responsible 
for depression in the future.
The higher than the norm level o f ‘chance’ belief in depression is not surprising when 
linked to information provided during the clinical interview. Most participants had 
problems with recurrent bipolar affective disorder and all had experienced significant 
episodes o f depression. Many stated that they often felt at the mercy o f their illness, 
compared to a few who were beginning to practice self-management (Manic 
Depression Fellowship Self Management Training Programme, 1998). This in itself 
may have linked to their beliefs about the controllability o f their illness and their 
overall feelings of helplessness. Birchwood et al. (1993) found beliefs about illness
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control to be central to coping with psychotic illness successfully. They found that 
feelings o f control decrease in relation to the number of hospital admissions. Lack o f 
control over one’s illness led to feelings o f helplessness similar to that described in 
this study. Several people involved in this study had experienced admission and 
described it as a most terrifying experience over which they had no control. They 
reported that their fear actually increased over time, or with each admission, as their 
mood made it difficult to predict their next hospitalisation.
4.1.1.3 Assumptions
Depression, or vulnerability to it, is typified by dysfunctional assumptions about the 
self and the world (Weissman, 1979). These assumptions are linked with excessively 
rigid thinking and perfectionistic tendencies when evaluating one’s own performance. 
The DAS (Weissman & Beck, 1978) assesses assumptions linked to depression. 
During depression negative beliefs or assumptions become more prominent (Teasdale, 
1997). Thus, total scores on the DAS are higher and people are expected to obtain 
negative scores on most subscales (Parker et al., 1984).
In this study not all subscales completed during the depressed phase show dysfunction. 
Only on ‘Love’, ‘Approval’ and ‘Autonomy’ did the depressed episode show evidence 
of dysfunction. Similarly, movement from depression to euthymia was associated with 
a decreased concern for what others think o f them (i.e., an improvement in their sense 
o f ‘lovability’). The total level o f dysfunction during the depressed phase is similar to 
that during the manic phase, significantly higher than in euthymia. There is, therefore, 
some vulnerability to rigid negative thinking during depression and the overall level o f 
vulnerability is greater than in euthymia. This is not the same as unipolar depression in 
terms of globality o f negative assumptions (Scott at al, 2000).
These findings may be in line with what was found for higher order cognitive 
constructs linked to evaluation. Unipolar and bipolar depression appear to show 
similar patterns o f negative person evaluations, but beliefs appear to be more extreme 
and more pervasive in unipolar depression. This seems to be reflected in underlying
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cognitive processes, such as assumptions, which are not as globally negative as in 
unipolar depression. Poor scores on the ‘Autonomy’ sub-scale are also in line with 
less ‘Internal’ Locus o f Control found in this phase, where patients report less 
autonomy over their life and their illness when depressed. Lowered levels o f 
‘Autonomy’ are associated with an increased sense o f helplessness, which is often a 
key feature of depression. Similarly, concerns about lovability and approval from 
others support findings o f increased negative self and other evaluations in depression, 
with regard to perceived worth in their own eyes and the eyes of others.
Overall, findings from this study are partly representative o f Beck e t.aL’s (1979) 
model o f cognitive processing in depression. Results are less pronounced than unipolar 
depression (e.g., Parker et al, 1984; Scott et al, 1996; Later et al, 1996). There are 
questions as to whether the data gathered is reliable and valid in terms o f whether the 
depressive episodes recorded were o f sufficient intensity to demonstrate traits similar 
to unipolar depression.
4.1.2 Mania
4.1.2.1 Cognitive Processing in the Manic Phase -  Symptoms & Evaluations
Newman & Beck’s (1992) model o f mania predicts that the manic phase of bipolar 
disorder is associated with high self-esteem, low levels o f negative other-self and self­
self evaluations and high levels o f negative self-other evaluations, together with low 
levels o f symptomatic depression and anxiety as measured by the HADS. The current 
study did not confirm this.
Self-esteem is thought to be high in mania due to grandiose ideation that can be 
associated with highs (Ashworth et al., 1985; Newman & Beck, 1992). In this study 
self-esteem was not significantly higher in mania than in euthymia or depression. 
Neale (1988) suggests that self-esteem in bipolar disorder is variable. Mania acts to 
cognitively distance the person from distress via grandiosity, and brings stability to 
fluctuating self-esteem. If this were the case one would perhaps not expect to see such 
high levels of negative evaluations of self (by others) in mania, as in this study.
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Clearly research is required to track the degree o f mood shift against access to 
negative evaluations to determine whether there is a point at which the ‘manic 
defence’ breaks down dependent on severity o f mood, or how it might operate. 
Neale’s (1988) theory does not seem to make specific reference to how this defence 
operates. He does not appear to predict whether mania acts to defend against perceived 
negative evaluations once activated or whether it stops these evaluations from being 
perceived at all. However, levels o f self-esteem in this study were higher than the 
‘norm’ for the RSES so baseline levels of self-esteem may be higher generally in this 
group of participants.
Self-esteem did not seem to be significantly affected by changes in mood state or 
when mood stayed the same. Broadly, the idea that mania confers stability to self­
esteem is also not supported by the data. The variability in self-esteem is greater when 
mood remains manic than when mood remains euthymie or depressed. However, in 
the light o f not finding any overt instability in self-esteem, this hypothesis is 
redundant. Neale’s (1988) hypothesis that mania has a causal role in keeping self­
esteem constant is not supported in this study.
Mania is associated with the highest levels o f negative self-other and other-self beliefs. 
High negative self-other evaluations and anxiety are characteristic of paranoia 
(Chadwick & Trower, 1997). Paranoia is often present during mania and is proposed 
to defend against low self-esteem (Zigler & Click, 1988). It is suggested that the 
tendency to blame others, as shown in paranoia, helps protect self-esteem (Trower & 
Chadwick, 1995). Zigler and Click (1988) propose that mania and paranoia have much 
in common. Although self-esteem is found to be independent o f manic mood in this 
study, it would be interesting to explore the idea o f the paranoid defence fiirther in 
future research. Mania may defend against threats to self-esteem by blaming others 
rather than self. This is in line with the significantly higher level o f self-other negative 
evaluations found in this study during mania. As the manic defence starts to break 
down (due to overwhelming perceived negative evaluations o f self by others) the 
paranoid defence may work to denigrate others. This denigration helps to maintain 
self-esteem. These thoughts are purely speculative at this stage and need further 
investigation.
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Rational-Emotive Behaviour Therapy forwards the idea of ‘discomfort disturbance’ 
whereby an individual views people and situations as conspiring against them to 
prevent them getting what they deserve (Dryden, 1996). Discomfort disturbance also 
relates to low frustration tolerance, which individuals may experience, which is often 
reported in mania. Trower and Chadwick (1995) apply this notion o f discomfort 
disturbance to paranoia, suggesting that it leads to a ‘poor me’ belief and is 
characteristic o f an insecure self. In mania, the paranoia may be similar to the ‘poor 
me’ type o f paranoia.
Higher levels o f other-self and self-other negative evaluations in mania could also be 
interpreted as reflecting what is in fact happening in reality. During mania people can 
behave in ways that are irritating to others and can also be more irritated by others. 
Thus, their heightened negative opinion of others and their perception of what others 
think of them may indeed reflect a more negative reality.
Scores on the SCS are highest during the manic phase, in terms o f how favourably 
people see themselves in relation to others, and are above the norm for a student 
population (Allan & Gilbert, 1995). Mania facilitates a person’s view of themselves as 
favourable in relation to others, which may add more weight to the idea of the 
paranoid defence. Trends also show that movement towards mania from depression 
means an improved view of self (not at significance level). This is also in line with 
higher levels o f self-other negative evaluation in mania. Seeing oneself in a more 
favourable light, or others in a less favourable light, may help to maintain self-esteem.
Mania is also associated with the highest level o f anxiety. The assumption is that 
mania reduces anxiety and arousal by keeping threats to self out o f consciousness 
(Bentall et al., 1994). The fact that mania is associated with the highest level o f 
anxiety seems to undermine the idea that mania acts as a defence for self-esteem as it 
does not serve to reduce anxiety. Heightened arousal/anxiety may be associated more 
with the idea of the paranoid defence, where the sense of other-self threat is greater. 
Other researchers have shown high levels o f co-morbid anxiety in mania (Cosoff & 
Hafher, 1998). This has been linked to heightened states of arousal in mania and 
threats to self.
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4.1.2.2 Locus of Control
Mania is also associated with the highest level o f ‘Internal’ Locus o f Control 
compared to depression or euthymia. During mania participants believe that locus o f 
control for health is internal. Similarly, movement from mania to euthymia shows a 
decrease in ‘Internal’ Locus o f Control These results could be explained by an 
increased feeling o f selfrefficacy (Bandura, 1977), where mania is often associated 
with a heightened sense of omnipotence. Omnipotence (as measured by the DAS) was 
found to be higher in mania, indicating a tendency to see oneself as the centre of your 
own personal universe and being responsible for what goes on around you. This may 
link with an increased sense of ‘Internal’ Locus o f Control, as described above. In 
mania, the increase in activation, speed of thought and processing can engender a 
feeling of omnipotence, which acts to raise mood. However, it is important to note that 
scores on the MHLOC scale are lower on the ‘Internal’ sub-scale in euthymia 
compared to norms for the healthy adult population and that mania scores are more 
like the norm.
The longstanding and recurrent nature of bipolar illness reported in clinical interview 
may have worn patients down over time. Their general sense o f efficacy over their 
illness or life may have become reduced. Mania may represent an elevation to a more 
‘normal’ state.
4.1.2.3 Assumptions
Assumptions (as measured by the DAS) are dysfunctional as predicted, but only in 
specific rather than global areas. The sub-scales on the DAS which indicate 
dysfunction during mania are ‘Approval’, ‘Love’ and ‘Omnipotence’. Total scores for 
dysfunction are almost as high in mania as in depression. The profile o f dysfunctional 
attitudes identified during mania is consistent with the notion that negative evaluation 
of others, as can be seen in grandiosity, and a need for connection with others can co­
exist. The ‘Approval’ sub-scale indicates a need for approval by others and 
dependence on them, where self-esteem can be influenced by what others say or do. In 
mania, any negative evaluations from others appear unconscious, but when they do 
impinge they trigger vulnerability in the area of needing approval. Scott et al., (2000)
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found that bipolar disorder is linked with high levels o f dysfunction, especially in 
relation to approval. The ‘Love’ sub-scale is a measure of dysfunctional attitude in 
relation to being loved. Negative scores on this indicate a need for love, vital for self­
esteem, happiness and survival. In order to gain love people may resort to subjugating 
themselves to others or being coercive in an attempt to get affection. Scores on the 
‘Love’ sub-scale suggest that people with mania have an increased need for love and 
may resort to manipulative or self-denigrating behaviour to obtain it. This may also 
link with the greater degree o f sexual or emotional disinhibition associated with 
mania. When patients move from mania to euthymia they show a decrease in 
dysfunction on the ‘Love’ sub-scale, in line with the above results. The ‘Omnipotence’ 
sub-scale highlights beliefs o f grandiosity and feelings of self-importance (Bums, 
1980). Results from the DAS in this study are congruent with Bums (1980) findings 
that mania can be associated with grandiosity, not being frilly in control, and seeking 
connectedness with others.
The DAS did not show any absolute dysfunction in the areas of ‘Achievement’, as 
Neale (1988) predicted. Neale (1988) proposed that self-worth is overly dependent on 
achievements in work (or other areas). A positive relationship was in fact shown 
between mania and the achievement subscale on the DAS. Positive scores indicate 
enjoyment in one’s creative ability (Bums, 1980). This may be due to unrealistic 
beliefs about oneself with regard to achievement, resulting from over-positive 
thinking. Increased creativity is often reported during mania and may link to this 
finding. This again needs further research.
The fact that mania, like depression, is associated with dysfunctional attitudes in 
specific areas and an overall higher level o f dysfunctional assumptions than euthymia 
is interesting. This may fit with patient’s description o f mania being associated with 
unpleasant feelings and behaviours, as well as pleasant ones. One may assume that 
mania keeps distressing ideas, thoughts or assumptions out of consciousness, which 
does not appear to be the case in all areas in the current study. High levels o f negative 
dysfunctional attitude would intuitively impact negatively on self-esteem, which 
seems to be borne out by clinical observation. Mania, may not then be a very effective 
defence in relation to self-esteem. If mania is supposed to act to keep distressing 
cognitions out o f consciousness, as Neale (1988) suggests, one might not expect to see
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dysfunctional attitude (and their associated negative cognitions) during mania. Bums
(1980) proposes that dysfunctional attitudes are associated with ‘mood swings and 
neurotic states o f anxiety % which may in turn affect self-esteem. Cognitive schemata 
or assumptions can affect information processing and therefore mood. Overall scores 
on the DAS are similar to non-psychiatric controls used in other studies (e.g., Parker et 
a l, 1984; Power et al., 1994). This again suggests that patients with bipolar disorder, 
or those used in this study, do not have high levels o f dysfunctional attitudes. In 
comparison to a study by Scott et al. (2000) mean scores for bipolar patients on the 
DAS were lower (even though this study used the 35-item DAS and not the 40-item 
one as used by Scott et al., 2000). This might then suggest that lower scores may be 
related to the sample used in this study. The fact that data was collected over six time 
points, rather than just one, as in Scott et al.’s (2000) study, might suggest mean scores 
from this study are more representative o f the relationship between bipolar disorder 
and the DAS. Further exploration would help elucidate this.
4.1.3 Euthymia
4.1.3.1 Cognitive Processing in the Euthymie (Remission) Phase
Hypothesis 13 predicts that beliefs o f bipolar patients when euthymie (as measured by 
the series o f questionnaires) are similar to non-psychiatric controls. As predicted there 
were no significant differences between euthymie and control groups on evaluative 
beliefs, self-esteem, dysfunctional assumptions, social comparison or anxiety.
This study found differences on the Health Locus of Control between the two groups. 
On the ‘Chance’ sub-scale euthymie patients score lower compared to controls and 
higher on the ‘Powerful Others’ sub-scale. Patients in euthymia believe that health is 
more influenced by others and less influenced by chance than the non-psychiatric 
controls. This supports the idea suggested in the previous section that because of 
recurrent illness and treatments the experience of the bipolar patient is one o f being 
‘done to’ by others in relation to their health compared to the ‘normal’ population. On 
all other measures no significant differences were found between euthymia and non­
psychiatric controls.
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Similarly, results on measures throughout the study indicate that euthymia is 
associated with low levels o f negative evaluative beliefs and generally good self­
esteem. In euthymia patients do not report any dysfunctional attitudes, they compare 
themselves relatively favourably to others and have sub-clinical levels of anxiety. 
According to Neale’s (1988) theory variability in self-esteem may be present in 
euthymia which was not reported in this study. Results do not support Neale’s (1988) 
theory in relation to self-esteem in bipolar disorder.
Current findings are consistent with the proposal that euthymia can represent a return 
to mental health, as demonstrated on most o f the belief measures. Previous findings 
found that people do return to psychological health between episodes of mania and 
depression (MacVane et al., 1978). The impact o f illness on the lives o f people with 
bipolar affective disorder can he immense and is thought to be an important in the 
development o f depression associated with suffering a chronic mental health problem 
(Birchwood et al., 1993). Recent research by Scott et al. (2000) compared people with 
bipolar disorder who were euthymie to healthy controls and found differences on a 
number of measures. Euthymia was associated with high levels o f residual depression 
and there were similar cognitive patterns and deficits to patients at risk of unipolar 
depression. Scott et a l’s (2000) study, however, did not include other clinical groups 
in remission as a comparison, therefore, the effects reported may not be specific tô 
bipolar affective disorder.
Results from the current study, which suggests a return to mental health during 
euthymia, may offer a degree o f hope to those suffering bipolar illness about their 
functioning in relation to cognitive processing during euthymia. Clinical interviews 
and observations, however, often reveal a more negative picture. People frequently 
discuss the problems o f living with the uncertainties o f their illness, the long-lasting 
effect o f stigma and the negative experiences o f bipolar disorder (Taylor & Perkins, 
1991).
More research is needed on this, as the sample size o f patients and controls in this 
study was not large enough to draw firm conclusions.
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4.2 Overview of Significant Outcomes in Relation to Aims of the Study
In summary, bipolar affective disorder is a complex condition. Research to date has 
offered few concrete answers as to the relationship, if  any, between mood states. An 
overview o f the different phases o f bipolar disorder offered an insight into cognitive 
factors associated with each phase. This study also aimed to try and further our 
understanding of bipolar disorder based on hypotheses and models that have been 
previously forwarded. Results were mixed, with no significant differences on 
measures when mood state stayed the same, only when mood fluctuated. In most 
cases testing of hypotheses was confounded by inadequate sample sizes to carry out 
reliable statistical procedures. In Summary;
i) Self-esteem does not vary significantly over time, either when mood state
fluctuates or stays the same.
ii) Depression is associated with higher levels o f negative Self-Self and Self-
Other beliefs compared to euthymia, but lower levels o f negative Self-Other 
beliefs than in mania. Depression is associated with significantly lower self- 
esteem than euthymia and with significantly more negative dysfunctional 
assumptions in the areas o f ‘Love’ and ‘Autonomy’, and in ‘Total. In 
depression people compare themselves less favourably to others and 
experience more anxiety than in euthymia.
iii) Mania is associated with higher levels o f negative Other-Self beliefs than 
euthymia and higher levels o f negative Self-Other beliefs than euthymia and 
depression. During mania there is a higher degree of dysfunctional attitude in 
the areas of ‘Love’, ‘Approval’ and ‘Omnipotence’ than in euthymia. Mania is 
associated with significantly more ‘Internal’ Locus of Control than the other 
two mood states. In mania, people compare themselves more favourably to 
others than in depression. Mania is also associated with more anxiety than 
euthymia.
iv) Beliefs o f people with bipolar disorder when euthymie are similar to those of 
non-psychiatric controls. Euthymie patients believe that their health is less 
influenced by ‘Chance’ and more influenced by ‘Powerful Others’ than the 
control group.
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On the basis o f these outcomes, it is clear that further work is needed. The key areas o f 
importance in relation to specific mood states are evaluative beliefs, dysfunctional 
attitudes, social comparison and level o f anxiety, with some indication that locus o f  
control might also be affected by manic mood.
Results from this study have not wholly supported Neale’s (1988) theory or the notion 
of the 'manic defence’. Neale’s (1988) theory suggests that fluctuation in self-esteem  
coupled with a need for ‘Achievement’ predisposes a person to bipolar disorder. 
Neither o f these ideas have been corroborated in this study. The depressed phase was 
associated with high levels o f self-esteem (compared to the norm), as Neale (1988) 
suggested, where the ‘manic defence’ can operate at low to moderate levels of 
depression to defend the individual against negative evaluations. However, the fact 
that depression has the highest levels o f negative self evaluation indicates the 
‘defence’ may not always be an effective one (Le., negative evaluations were not 
defended against). Neale’s (1988) suggestion that euthymia does not represent a 
return to ‘normal’ cognitive processing also does not fit with findings from this study.
There has been some speculation as to why the ‘manic defence’, if  it exists, may only 
sometimes be triggered (Lyon et al., 1999). A number of ideas have been put forward 
ranging from biochemical triggers, through to more sociological factors such as stress, 
life events or changes in circadian patterns (Ambelas, 1987). Self-esteem may be 
mood dependent but with a low cognitive component, affected by changes in external 
factors. This may be more in line with results in this study. Circadian rhythms may be 
the mechanism that helps link the effects o f biological, psychological and 
environmental factors in this illness. This in itself cannot account for all the cognitive 
sequelae o f bipolar disorder, but it does give an acceptable paradigm for the 
occurrence of mood swings. The Circadian Rhythm hypothesis, in combination with 
the Vulnerability-Stress (Stress-Diathesis) hypothesis, as used for schizophrenia 
(Kingdon & Turkington, 1991), can help to normalise the experience o f bipolar illness 
and highlight strategies for coping. Similarly, the threat-arousal model o f illness 
development, understanding how this relates to anxiety and the idea o f defensive 
cognitive positions, may be important to consider in relation to working with bipolar 
disorder. Understanding and controlling environmental stimuli, and work on cognitive 
and affective processing or regulation, may help in the management of this condition.
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4.3 Clinical Applications
It is important to consider what can be done to stabilise mood and treat individuals 
with this debilitating condition. If linked processes are involved in the depressive and 
manic states o f bipolar disorder, much can be learnt from what has already been 
applied to working with depression from a cognitive perspective.
It is apparent from this study that beliefs are important in bipolar affective disorder. 
Dysfunctional beliefs may not necessarily be causal but may maintain the disorder 
over time (Neale, 1988). Beliefs, such as ‘Love’, ‘Approval’, ‘Autonomy’ and 
‘Omnipotence’, highlighted as significant in this study, could be targeted through 
Cognitive-Behaviour Therapy (CBT) interventions, as has been demonstrated for other 
disorders (e.g., unipolar depression, anxiety). The specifics o f these beliefs and the 
overall level o f dysfunctional beliefs associated with mania and depression, and their 
resulting cognitions, may give a focus for intervention. The manifestation of these 
beliefs in relation to the therapy relationship, and how they might trigger and maintain 
bipolar illness, would be amenable to clinical formulation and change.
It was originally thought that people with bipolar disorder were poor candidates for 
therapy (Aleksandrowicz, 1970). There is, however, a growing literature that suggests 
CBT interventions can be useful in themselves or in conjunction with medication 
(Scott, 1996; Lam, Bright, Jones, Hayward, Schuck, Chisholm & Sham, 2000; Scott et 
al., 2001). Traditional Beckian (Beck et al., 1979; Beck, 1989) ideas can be adapted to 
be applied to bipolar disorder and therapy applications can also draw on developments 
in CBT for psychosis (e.g., Birchwood et al., 1989). This study has highlighted the 
importance o f anxiety in relation to depression and mania, which may be amenable to 
cognitive work. Similarly, a greater focus on internal locus o f control over health in 
mania, as found in this study, may help the patient to adhere to/take responsibility for 
beneficial treatment regimens established during periods o f wellness. Increased 
internal locus o f control could, however, serve to convince the individual that they are 
in control o f their own mental wellbeing and may promote resistance to outside 
intervention. All o f these issues need further exploration.
More general cognitive work aimed at understanding the illness, and adjusting to 
diagnosis and illness effects, would be key to therapy (Scott, 1996). Possible areas for
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intervention relate to: 1) enhancing a sense o f control or efficacy over illness; 2) 
focussing on beliefs or dysfunctional assumptions (particularly around approval, 
lovability and omnipotence); and 3) dealing with the effects o f living with a long-term, 
relapsing and often stigmatising illness that can affect self-esteem, social comparison 
and medication compliance.
Mood monitoring (Appendix 10) may help highlight patterns o f fluctuation and 
stability in mood and draw out triggers for mood swings. All o f this will help in the 
development o f management strategies over time. Self-regulation is vital in increasing 
the stability o f an individual’s mental state and enhancing their self-efficacy (Scott, 
1995). The fact that bipolar individuals appear to have similar beliefs when euthymie 
to non-psychiatric controls may act as a motivator to use self-regulation, showing they 
can return to a ‘healthy’ baseline between episodes. The fact that they tend to see their 
health as more influenced by the actions of others when euthymie than non-psychiatric 
controls may again need addressing via therapy to help them fully engage in the 
principles o f self management (i.e., that they have to be responsible for managing their 
health/mood, not others).
Service implications resulting from the above also need to be considered. Medication 
has traditionally been the treatment o f choice for bipolar disorder, but it now clear that 
individuals could benefit from a range o f alternative psychological interventions. This 
is something that many patients themselves are aware o f and are requesting. 
Multidisciplinary team management is becoming more important, with the aim o f 
working on prodromal management, cognitive understanding and relapse prevention 
plans (Perry & Tarrier, 1995; Lam et a l, 2000). This can be done either through 
individual or group work. The Manic Depression Fellowship (MDF) itself has started 
running self-management programmes on a group basis. These are designed to help 
people with a bipolar affective disorder increase their understanding o f the illness, 
identify prodromes and develop appropriate management strategies. The inter-face 
between user-lead programmes, such as those run by MDF, and health professionals 
also has to be considered. Services are becoming more proactive and aimed at 
prevention, to address the needs of the bipolar population and the nature of their 
relapsing illness. Considering the interplay between biology, psychology and the 
environment is crucial when thinking about clinical applications in bipolar , disorder.
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Similarly, attention needs to be paid to the interface between different professions 
working with this client group to facilitate optimum care management.
4.4 Future Research 
4.4.1 Critical Appraisal
This study aimed to profile the beliefs o f people with bipolar affective disorder. It’s 
aim was to overview beliefs associated with different phases of the illness. Initial 
findings can, however, only be tentative as concrete assertions about the role that these 
beliefs play in different mood states (or vice versa) cannot be made at this stage.
4.4.1.1 Measures
There are several limitations to this study, which need to be carefully considered 
should other researchers wish to explore this area further. Firstly, there are some 
difficulties with the measures used. The ISS, used to categorise mood state was 
difficult to score as the lines on the questionnaire were small so working out very 
precise percentages on these lines according to where people had marked it was 
difficult. A adaptation of this scale has now become available (not known of at the 
outset o f this study). This scale involves categorising responses into boxes, which may 
help with future accuracy of scoring in other studies. It also measures mixed states.
The MHLOC scale can be problematic. Healy and Williams (1989) suggest disruption 
of circadian rhythms may lead to internal attributions being made about any resulting 
change in mood or activity. However, locus o f control about one’s health, as measured 
by the MHLOC scale, is more specific than the internal state implied in the Healy and 
Williams’s (1989) paper. Use of a more general Locus of Control Scale, such as the 
one by Levenson (1974), might be a more definitive way of determining the overall 
orientation of control. This contrasts with the usefulness of a specific Health Locus of 
Control Scale, which may help in pinpointing particular areas for professional 
intervention in relation to health and health management.
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Measurement of self-esteem can also be problematic. The RSES has been criticised as 
it measures two aspects of self-esteem, positive and negative, which may vary 
independently. The scale also assumes that self-esteem is a trait measure and, as such, 
tracking its variability according to state may be difficult using this scale. 
Nevertheless, the scale is widely used and there are few alternatives. The Culture Free 
Self-esteem Inventory, NFER-Nelson (1992) could be used as another possibility. 
Implicit measures o f self-esteem (e.g., Pragmatic Inference Test, Winters & Neale, 
1985) may be useful in trying to examine patterns o f self-esteem that are not always 
evident from other measures, going beyond that which is overtly stated.
Analysis of the EBS was complicated by statistical problems as variables do not follow 
a normal distribution and results were presented in the absence of a suitable non- 
parametric alternative. This allowed only tentative conclusions to be drawn. Results 
from the SCS were used to add extra weight to these suggested findings.
4.4.1.2 Participants and Mood Categorisation
The study used participants with a diagnosis of bipolar affective disorder. However, 
from clinical experience people may vary in the frequency of mood fluctuation. 
Sampling these intrapersonal fluctuations over time can also be problematic. This 
would ideally be the focus of future research studies. The aim of this study was to map 
a basic cognitive profile for bipolar disorder and more detailed work is required. This 
also has to be balanced against ethical considerations of questionnaire or information 
overload for any patient group.
Change can happen at a number of different levels. Large degree change cycle (phase 
shift between mania and depression is three-nine months), medium degree change 
cycle (subsyndromal shifts between depressed mood and hypomania, possibly shifting 
in weeks rather than months) and small degree change which reflects changes that take 
place all the time, perhaps on a daily basis. Sending questionnaires at monthly 
intervals may be insufficient and can represent a wide gap in time, particularly for 
rapid cyclers, who may have experienced several mood shifts over this time. 
Measuring at monthly intervals may not have been sufficient to pick up variability in 
self-esteem, which may fluctuate more rapidly, and may not have been sufficient to
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incorporate the real lows that can come with this illness. This might explain why 
results were less pronounced for the depressive phase of bipolar disorder when 
compared to unipolar depression. Data may not have been gathered in such a way as to 
record depressive episodes of sufficient intensity to demonstrate traits similar to 
unipolar depression. Patients were compliant in terms of completing the questionnaires 
at all time points and it could be argued that if they were severely depressed this would 
not have been the case. Longer-term and more frequent recording, with particular 
emphasis on depressive episodes, may help qualify whether the depressive phase of 
bipolar disorder is akin to unipolar depression.
Preliminary data obtained from this study was o f interest but as always in clinical 
studies results were confounded by small numbers of participants and general 
problems with accessing patients. This was especially true of those participants who 
experienced a manic episode during the study period. The study did not truly 
categorise where patients were in relation to stage of mania. Varying degrees of ‘high’ 
may have been evident but were not diagnostically defined. It would have been of 
interest to know whether, as Neale (1988) postulated, there is a point during mania 
when defences break down giving way to depression. Similarly, it would be useful to 
know when in the manic cycle grandiosity begins to emerge. The continuum model of 
affective disorders implies that extrapolations can be made from euthymia to 
symptomatic mood states and from hypomania to mania. Obtaining the full spectrum 
o f data from severe depression to acute mania would give the clearest picture of how 
beliefs change, or not, with mood state.
4.4.2 Future Directions
The study was enjoyable to carry out as this patient group is fascinating and as yet 
little is known about the role of psychological variables in the bipolar condition. 
Several areas for further investigation were highlighted, which will now be 
commented on.
Selecting out and grouping participants according to specific categorisation of 
diagnosis of bipolar disorder (e.g., rapid cycling etc.) would be worth consideration in 
future studies. Accessing people who are acutely manic (in-patients) would be
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interesting to fiilly explore the range of the bipolar spectrum. However, there are 
complications when trying to research people in this state as insight and compliance 
can be affected by mania. There would also be concerns about ability to consent 
during such a ‘high’.
Tracking the spectrum of hypomania to mania would be useful to expand our 
understanding o f what happens when people become high and what happens over the 
course o f their high. Exploring whether thoughts do gradually become more grandiose 
or paranoid as people’s mood elevates, or even whether they at any point move 
towards a depressive pattern (and at what stage), could lead to a better understanding 
o f the disorder. This would also help test the notion that mania is associated with an 
increase in threats to self and an increase in anxiety, as in other psychoses. A series o f 
single-case studies might be the way forward to test whether variability/stasis in mood 
does affect beliefs on a more regular basis, particularly for rapid cycling bipolars.
The cognitive differences between the depressed phase of bipolar disorder and 
unipolar depression on a number of measures (e.g., EBS and DAS) suggest the 
presentation of people with bipolar disorder during the depressed phase is not the same 
as that of unipolar depression. This may imply a more obvious biological component 
to bipolar disorder, with less weight on cognitive factors than unipolar depression. A 
fuller comparison between the two types of depression may help guide psychological 
or pharmacological interventions.
Testing o f hypotheses were limited by the small number o f occurrences of mood shift, 
particularly into the manic state. There were, however, a number of interesting trends 
in the data which would be useful to explore further. These trends were in line with the 
idea that as mood elevates negative evaluations of the self decrease whilst negative 
evaluations of others increase. When mood lowers negative evaluations o f self and 
negative evaluation others increase. Trends also show anxiety heightens before 
entering the manic phase. Locus of control became significantly less internal as 
patients moved from mania to euthymia. Similarly, trends showed the overall level 
dysfunctional assumptions to be more negative, in depression and mania. Future 
repeated designs of this study may help ascertain whether these trends could turn out 
to be significant.
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With no matched control for self-esteem over time, it is not clear whether similar 
changes in self-esteem would be reported by non-psychiatric controls or patients with 
other disorders. Demo (1985) suggests that self-esteem is a fluctuating self-attitude 
that varies with situational change. This implies that self-esteem is unstable. Future 
research would include implicit measures of self-esteem (e.g.. Pragmatic Inference 
Test, Winters & Neale, 1985) to test Neale’s (1988) proposals. More frequent 
recording o f self-esteem would also be necessary to detect any variability that may be 
present. This could be achieved by single case designs initially focussing on the 
relationship between mood and self-esteem. Tracking people with bipolar disorder and 
looking at the variability in self-esteem on a more frequent basis may be the next stage 
in testing Neale’s (1988) hypotheses or the notion of mania as a defence.
Examining the role of dysfunctional assumptions and how these link to underlying 
structures, such as schemata or core beliefs may also be of interest to explore. The 
DAS highlights negative attitudes and areas of vulnerability in relation to depression. 
Exploring positive beliefs or areas of strength that may serve to intensify mania, or 
protect against depression, would also be useful (Palmer et al., 1995). Further work on 
the role o f specific assumptions (e.g., ‘Approval’, ‘Love’, ‘Omnipotence’ etc.) in the 
maintenance of mood state is also needed.
Other research has suggested that even in euthymia people with bipolar affective 
disorder tend to be more variable than non-psychiatric controls (Depue et al., 1981). 
Depue et al. (1981) suggests that bipolar affective disorder presents as a continuum, 
with hypomanic-dysphoric cycles at one end and mania-depression cycles at the other, 
and that differences between them would be quantitative rather than qualitative. Future 
research may focus more on the idea that beliefs in euthymia are similar to those of 
non-psychiatric controls.
Longitudinal data would help examine variability over time, particularly for those 
people with bipolar disorder that do not rapidly shift state. Comparison with other 
psychiatric groups, and non-psychiatric controls, would help elucidate features 
specific to bipolar disorder. This may help highlight characteristics that are common 
across diagnostic groups, or the population as a whole.
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5. CONCLUSIONS 
•
Bipolar affective disorder is a condition marked by variation. This variation influences 
beliefs about the self, others and the world which can in turn affect mood. Such 
variation can undermine feelings of controllability that people feel they have over the 
illness leading to a sense that ‘life’ is out of control. The over-riding experience is one 
of being at the mercy o f events and their illness. Eliciting the cognitive factors 
associated with bipolar illness is essential to understanding the bipolar profile and 
highlighting what can be done to help.
The process of delineating such cognitive factors is a complex one and research to date 
is speculative and, at times, contradictory, with writers often not specifying how to 
empirically test their claims. What is clear is that bipolar disorder presents a challenge 
to Medicine and Psychology alike and finding measures to tap the specific 
mechanisms that operate in bipolar disorder is some way off. The interplay between 
biology and psychology is only just beginning to be understood. Further exploration is 
crucial and will hopefully help revolutionise current knowledge and clinical practice.
This study did not suggest that changes in self-esteem are causal in mood shifts, as 
suggested by other theorists. There was no strong evidence in favour o f the ‘manic 
defence’. Instead, it supported the idea that there is a complex interplay between the 
biological and the psychological/cognitive. Mood may be biologically driven but with 
psychological consequences for the individual that further influence mood. This is 
more consistent with other models of bipolar illness, such as the circadian rhythm 
hypothesis or stress-diathesis models. Mania may be more like other psychoses where 
threats to self are associated with increased anxiety which can influence cognitive 
processing. How individuals with bipolar disorder respond to these threats and its 
impact on cognitive processing is still unclear.
Mood management via monitoring prodromes and putting in place relapse prevention 
strategies to deal with this chronically relapsing condition has been accepted as the 
way forward. Services which facilitate the individual and the system around them to 
utilise self-management principles are already firmly established in many areas. These 
new initiatives are being used in conjunction with more traditional medical
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interventions aimed at increasing patient’s control over their illness and offering a 
wider range of therapeutic applications. Such developments require more professional 
or inter-disciplinary integration. This is also being encouraged by political legislation 
in relation to the Health Service where working with service users and service user 
groups, such as the Manic Depression Fellowship, is now central to new culture o f the 
NHS.
Future research initiatives aimed at defining the cognitive profile of bipolar affective 
disorder and its relationship to mood represents the next stage in the journey towards 
better therapeutic provision for this patient group. This would enable more clearly 
directed interventions to be applied, and could help highlight areas for service 
development and integration. This, in combination with improved medical and 
pharmacological directives, may pave the way for better management of people with 
bipolar disorder by services and an improved quality of life for patients living with this 
condition.
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Psychological Therapies Service 
D epartm ent of Psychiatry
Royal South Hants Hospital,
Brintons Terrace, 
off St Mary’s Road,
Southampton, SO 14 OYG
Telephone: 0 1703 634288 
Fax: 01703 825693
APPENDIX 1
10.11.98
Su Ross
Clinical Psychology Dept. 
D.O.P.
RS.H.
Dear . —
I am writing with a request for your help with a research project that I am about to undertake.
I am interested in examining the beliefs related to self-esteem and mood state in bipolar patients. I am 
repeating a study that was done in the department 18 months ago with the same population.
The study involves an initial interview with the patient to explain the study and a request for them to 
complete 8 short questionnaires on a monthly basis over the next 6-12 months, nothing more complicated 
than that. Ethical permission has already been granted.
I would be grateful ifyoumight allowmeto contact bipolar patients you see in your clinics to ask themto 
participate in the study. '
Either you could forward names of patients directly or I would be happy to ask for a print-out of patients 
inyour clinics and ifyou could highlight those with a diagnosis of bipolar disorder, 1 can follow tilings up
I would of course be happy to explain more about this directly or feed back any significant findings at a
I am intending to start data collection imminently so your help would be appreciated as soon as possible. 
With Many Thanks
from there.
later date.
Susan Ross
Chartered Clinical Psychologist
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Susan Ross
Chartered Clinical Psychologist 
NHS Trust,
Department of Psychiatry, 
Royal South Hants Hospital, 
Brintons Terrace,
Off St Mary’s Road, 
Southampton S014 OYG
12th November 1998
Dear
I am presently involved in aresearch project looking at the issue of self-esteem and beliefs in people who 
h a v e  a diagnosis of Manic-Depression or Bipolar Affective Disorder.
Your consultant. Dr. , whom I work with, has given me your name so that I might
approach you to see ifyou are willing to take part in this short project.
The attached information sheet give details of what this would involve (which will not take up much of 
your time). Hopefully any information gained will be used to help in the treatment of this condition
Ifyou agree to take part, all information will be treated strictly confidentially. Please sign the attached 
consent form and return it to me in the envelope provided at your earliest convenience.
With thanks in anticipation 
Yours sincerely.
Susan Ross
Chartered Clinical Psychologist
APPENDIX 2
INFORMATION SHEET FOR AJLL POTENTIAL PARTICIPANTS
Thank you for agreeing to meet with me to discuss taking part in this project. The project aims to 
develop understanding of how people feel about themselves and others, and how this can change over 
time.
The project will initially, meeting with me for about an hour to complete some questionnaires and
to talk about your current situation. At that point you will be asked ifyou would be willing to repeat the 
questionnaires monthly for the next five months where copies ofthe questionnaires wifi be sent to you to 
complete and return. You will be under no obligation to do so and you can withdraw from the study at 
any time without this having any effects whatsoever on your current treatment.
All the information collected will be confidential and will not be used for any other purposes other than 
this study. Any identifying information such as names will be deleted to ensure anonymity.
Ifyou wish to be involved, please could you sign the attached consent form, upon receipt of which I will 
contact you to arrange for us to meet. If in the meantime you have any queries, you can contact me at the 
address below or by telephone on 01703 825531.
Thank you for your help.
Susan Ross
Chartered Clinical Psychologist
Psychology Department,
PTS, DOP,
Royal South Hants Hospital, 
Southampton.
CONSENT FORM
I have read and understood the patient information sheet and agree to take part in this study. I understand 
that I can withdraw at any time without any implications for my current treatment.
Name  ................................     .•••.............■....................................
Contact address and telephone.........................................................     " '
Signed.
Date...
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APPENDIX 3
Psychological Therapies Service Ext. 2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
12 February 1999
Dear
Thank you for agreeing to participate in our research project. I would like to offer you an initial 
appointment on , to discuss the project and complete
the first set of questionnaires.
Please allow approximately 45 minutes to 1-hour for this appointment. The attached sheet 
explains more about what will be involved but please feel free to ask any questions on the day.
If the above time and date is not suitable then please contact us to arrange an alternative.
We look forward to seeing you.
Best wishes.
Yours sincerely,
Susan Ross,
Chartered Clinical Psychologist
Enc: .
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APPENDIX 4
AIMS OF THE PROJECT
1. v^mmp. the beliefs that people with mood disorders hold about themselves and the world over 
time.
2. Five different types of beliefs will be examined: -
Evaluations of self, world and others 
Self-esteem 
Locus of Control 
Dysfunctional Assumptions 
Social Comparisons ,
Do evaluations vary depending on mood? (EB Scale)
Does self-esteem vary with changes in mood? (Rosenberg Self-Esteem Scale)
Do dysfunctional assumptions change with mood? (DAS)
Is Locus of Control stable throughout mood states? (Health Locus of Control Scale)
Do beliefs about self in relation to others (social comparison) vaiy with mood?
(Social Comparison Scale)
3. How and if these beliefs vary over time will be considered. (Internal State Scale)
4. The relationship between anxiety and mood state will be examined.
Does anxiety heighten as mood lifts? (HAD)
5 . Comparisons will be made with people who do not have a diagnosis of mood disorder.
Do beliefs in people with disorders of mood, when mood is stable, resemble those in people 
without disorders of mood? (Control group)
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APPENDIX 5
Psychological Therapies Service Ext.2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
Date: 1999
Dear
Thank you for your continued involvement in this study, and for completing the  first se t of 
questionnaires a t your initial interview.
P lease  find enclosed the second se t of questionnaires for you to complete and return in th e  
stam ped add ressed  envelope provided.
As explained, you will be sen t four se ts  of questionnaires, on a  monthly basis, which should 
only take a  short time to complete.
W e should be grateful ifyou could complete and return the  enclosed questionnaires as soon 
a s  possible. Thank you again for your on-going involvem ent
Please contact us if there are any further queries.
Yours sincerely
S usan  Ross
Chartered Clinical Psychologist
Enc.
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Psychological Therapies Service Ext.2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
Date: 1999
Dear
Thank you for your continued involvement in this study, and for completing the first set of 
questionnaires to date.
P lease  find enclosed the  third se t of questionnaires for you to complete and return m the 
stam ped add ressed  envelope provided.
You are now half way through the study with only a  further three se ts  of questionnaires to 
complete.
W e would be grateful ifyou could complete and return the  enclosed questionnaires a s  soon as
possible. Thank you again for your on-going involvement 
Please contact us if there are  any further queries.
Yours sincerely
Susan  Ross
Chartered Clinical Psychologist
Enc.
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Psychological Therapies Service Ext.2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
Date: 1999
Dear
Thank you for your continued involvement in this study.
P lease  find enclosed thé fourth se t of questionnaires for you to com plete and return in the
stamped addressed envelope provided.
There will be only two further sets to complete.
Again we would be grateful for a  speedy  response to allow us to p rocess the information 
accurately.
P lease  contact us if there are  any further queries.
Yours sincerely
S usan  Ross
Chartered Clinical Psychologist
Enc.
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Psychological Therapies Service Ext.2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
Date: 1999
D ear _
Thank you for your continued involvement in this study.
You will find the fifth se t of questionnaires for you to complete and return in the stam ped 
addressed  envelope provided a s  soon a s  possible.
The study is nearly completed and you will be sen t only one further se t of questionnaires to fill 
out.
P lease  contact us if there are  any further queries.
Yours sincerely
Susan Ross
Chartered Clinical Psychologist
Enc.
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Psychology Departm ent
S usan  Ross, Chartered Clinical Psychologist
Date: 1999
Dear
Thank you for completing the enclosed se t of questionnaires and returning them  to us in the 
envelope provided.
W e are  extremely grateful for all the help you have given us over the p ast few months. 
Hopefully information gained will help with our understanding of mood disorders and can be 
used to improve services overall.
At initial interview you w ere asked ifyou would like feedback on your/general results from the 
study. If this is the c a se  please could you return the attached slip to us, with your
questionnaires.
Results may take time to process but you will be contacted later in the year to offer you some 
feedback if you have requested  this.
Thank you again for your help.
Yours sincerely
S usan Ross
Chartered Clinical Psychologist
Enc.
FEEDBACK REQUEST FORM
Following my participation in the study I would like the opportunity to receive feedback on 
my/general outcom e scores. (P lease delete a s  necessary).
Name:     v. . . .............
Address: ................. ........................................... .............................
Signed:
Date:
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Psychological Therapies Service Ext.2531
Psychology Department
Susan Ross, Chartered Clinical Psychologist
Date: 1999
D ear
You w ere recently sen t a se t of questionnaires to fill in and return for the research project that 
you have agreed  to participate in.
As yet we have not received the questionnaires back and were, therefore, wondering whether 
they  might have gone astray.
I have, therefore, enclosed a  second duplicate se t of questionnaires for you to complete and 
return a t your earliest convenience.
I thank you again for your continued support and involvement in the research project but 
should there  be any problems or should you wish to withdraw a t any s tag e  then perhaps you 
would let me know.
With best w ishes
Yours sincerely
S usan  Ross
Chartered Citruoa! Psychologist
Enc.
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HAD Scale
y ÿr yr zx funaer-ccm ptci at" tRr 
I to T O T tt  HAD S ale  m y  be 
f l l f l f l g f  . abainod from the
Name:
Date:
llpîohic Fleming Wzy, Grzwicy, 
Wes StisKX. RKI0 2NJ
*Tndemari:
Doctors are aware that emotions play an important part in most illnesses. If your doctor knows about these feelings he will be able to 
help you more.
This questionnaire is desicned to help your doctor to know how you feel. Read each item and place a firm tick in the box opposite the 
'reply which comes closest to how you have been feeünç in the past week.
Don't take too lono over your replies: your immediate reaction to each item will probably be more accurate than à long thought-out 
resoonse. _
i icx oniy one box in escr, sec:ion ,
I feel ten se  or "wound up’:
Most of the time ............. ....
A lot of the time  ..........
Time to time. Occasionally 
Not at ail .............................. ;
feel as if I am slo w ed  down:
Nearly all the time  ......
Very often .................................
Sometimes ..............................
Not at all ...................................
I still enjoy the things I used to enjoy:
Definitely as much .._.........................
"Not quite so m u ch ..............................-.
Only a little :...............................   '...
Hardly at all  ....... ............. ................
I get a sort of frightened feeling as if 
som ething awful is about to happen:
Very definitely and quite badly..........
Yes, but not too baciy  ....................
A little, but it doesn't worry me ..........
Not at all ..............................................
I get a sort of frightened feeling like 
'butterflies' in the stom ach:
Not at all ........... ....................................
Occasionally. ..................................
Quite often  ........................   :......
Very often ...... .......................................
have lost interest in my appearance:
'Definitely ................................ -...............
I don't take so  much care as I should. 
I may not take quite as much care .... 
I. take just as much care as ever .......
I can laugh and s e e  the funny side of 
things:-
As much as I always could ......... ......
Not quite! so much new ......................
Definitely not so much n ow   .....
Not at all ....................................- .........
I feel restle ss  a s  if I have td be on the 
move:
. Very much indeed .................................
Quite a lot ..........   ;.............
Not very much _............................. ...........
Not at all ........... ............. ..........................
Worrying thoughts go through my 
mind:
A great deal of the tim e..................
A lot of the time ......... ......................
From time to time but not too often. 
Only occasionally  ............... ........
1 feel cheerful:
Not at all ____
Not o fte n  .
Sometimes ..... 
Most of the tims
can sit at ea se  and feel relaxed:
Definitely ...  ..............................
Usually .....................  ;............. ................
Not often ........................................ .
Not at all  .............. !.... ...................
I look forward wfih enjoym ent to things:
As much as ever I did ...............................
Rather less than I used to ...... .................
Definitely less than I used t o  —
Hardly at all ............................-....................
get sudden fe e lin g s  of panic:
Very often indeed  ..................................
Quite o ften ....................................................
Not very often ........................... ..................
Not at all  ........................ -.............................
1 can enjoy à g o o d  book or radio or TV 
programme:
Often .............................................................
Sometimes ...................................................
Not o fte n ........................;..............................
Very seldom ......................... -.....................
'FOR HOSPITAL USE
Do not wnte below tnrs lint
Faxienis Name/No: 
282D{8-1 Q).
Name:
Medications taken during last week:
Date:
yn the lins which corresponds with the way you
Today my mood is changeable
r o r
have fe lt over the vast, 
rating fo r each item.
1.
2.
3.
4.
5.
6.
7.
0
Not at all 
Rarely
0
Not at all 
Rarely
0
Not at all 
Rarely
0
Not at all 
Rarely
0
Not at all 
Rarely
No at all
Rarely
0
Not at all 
Rarely
Today I feel irritable
Today I feel like a capable person
Today I feel like people are out to get me
Today I actually feel great inside
Today I feel impulsive
Today I feel depressed
100
Very much so 
Much of the time
100
Very much so 
Much of the time
100
Very much so 
Much of the time
100
J
Very much so 
Much of the time
100
Very much so 
Much of the time
100
Very much so 
Much of the time
100
Very much so 
Much of the time
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8. 0
Today my thoughts are going fast
100
I
Not at all 
Rarely
Very much so 
Much of the time
9. 0
Today it seems that nothing will ever work out for me
100
Not at all 
Rarely
Very much so 
Much of the time
10. 0
Today I feel overactive
100
Not at all 
Rarely
Very much so 
Much of the time
11. 0
Today I feel as if the world is against me
100
— M  ,: v
Not at all 
Rarely
Very much so 
Much of the time
12. 0
Today I feel “sped up” inside
100
Not at all. 
Rarely
Very much so 
Much of the time
13. 0
I
Today I feel restless
100
1---------
Not at all 
Rarely
Very much so 
Much of the time
14. 0
Today I feel argumentative
100
Not at all 
Rarely
■ Very much so Much of the time
15. 0
Today I feel energised
100
Not at all 
Rarely
Very much so 
Much of the time
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APPENDIX 7
EB Scale
Below is a list o f  faeliefe people sometimes report, please read each.oneand tick-hew-- 
much you believe it is true. Please give your 'gut' response. *
Agree
strongly
Disagree
strongly
Other people are worthless
I am a total failure
People think I am a bad person
Other people are inferior to me
People see me as worthless
I am worthless
Other people are total failures
Other people are totally weak
and helpless
People see me as a total failure
Other people are bad
I am totally weak and helpless
People see me as unlovable
I am a bad person
People see me as totally weak
and helpless
Other people are unlovable
Other people look down on me
X am ail inferior person
I am unlovable
286
SOCIAL COM PARISON RATING SCALE ( s c & P D )
Please circle the number on each line which best describes the way you see yourself in 
comparison to others.
E x a m p l e :
Short 1 2 3 4 5 6 7 8 9 10 . Tall
If you circle point 3, this means you see yourself as shorter than others; if you circle 
.point 5 (middle) you see yourself as about average; if  you circle point 7 you see ' 
yourself as. somewhat taller.
■ v-.\ I f  you . understm d tte  above: instmctidns "please'.'proceed. • Circle: one -number hh^hcbC • 
line according to how you see yourself in relationship to others.
*In relationship to others I feel:
Inferior 1 2 3 . 4 - 5  6 7 ,8 9 10 . Superior
Incompetent . 1 2 3 4 5 6 7 8 9 10 More competent
Unlikeable 1 2 3 4 5 . 6 7 8 9 10 More likeable
Lett out 1 2 3 ^ 4  5 6 7 8 9 1 0  Accepted
Dirierent 1 2 3 4 5 6 7 8 9 10 Same
Untalented 1 2 3 4 5 6 7 .8 9 1-0 More talented
Weaker 1 2 3 4 5 6 7 8 9 10 Stronger
Unconfident 1 . 2 3 4 5 6 7 8 9 10 More confident
Undesirable 1 2 3 4 5 6 7 8 9 10 More desirable
i
Unattractive 1 2  3 4 5 . 6  1  8 9 10 More attractive
An outsider 1 2 3  4 5 6 7  8 9 .10 An insider
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APPENDIX 8 -  Graphical Representation of Means on Measures by Mood Phase
Rosenberg Self-esteem LOG Internal
I ,
Remission Depression Depression
LOG Chance LOG Powerful Others
Remission Depression Depression
HAD Anxiety HAD Depression
CP
Do
S- 15
DepressionRemissionDepressionRemission
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BBS Self to Self
13- 
1 2 - 
11 - 
1 0 -
BBS Other to Self
Remission
BBS Self to Other
DepressionRemission
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APPENDIX 9 -  PROFILE OF CHANGE AND STABILITY IN MOOD STATE
Graphical Representation and Summary Tables of Changes in Beliefs Resulting
from Change in Phase
Euthymia to Depression
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Euthymia to Depression
N Mean Std. Deviation P-value
Self-Esteem 9 1.78 4.58 .277
LOG Internal 9 -1.00 4.36 .511
LOG Chance 9 3.56 5.34 .081
LOG Powerful Others 9 -.22 6.55 .921
HÂDAhxiëtv 9 .78 5.36 .675
HAD Depression 9 3.67 3.77 .019
BBS Self to Self 9 .00 3.32 1.000
EBS Other to Self 9 2.1-1 ____  4.46 .193
BBS Self to Other 9 1.11 1.54 .062
DAS Approval 9 -1.89 -  4.99 .289
DAS Love 9 -.89 3.69 .490
DAS Achievement 9 -1.00 2.55 .273
DAS Perfectionism 9 .11 2.89 .911
DAS Entitlement 9 -1.78 4.44 .264
DAS Omnipotence 9 -.67 2.69 .479
DAS Autonomy 9 -1.22 2.73 .216
DAS Total 9 1.33 20.96 .853
Social Comparison 9 -7.33 23.13 .369
Euthymia to Mania
N Mean Std. Deviation
Self-Esteem 2 -1.00 1.41
LOG Internal 2 3.50 .71
LOG Chance 2 1.00 2.83
LOG Powerful Others 2 -2.00 1.41
HAD Anxiety 2 .50 .71
HAD Depression 2 -.50 .71
EBS Self to Self 2 .00 .00
EBS Other to Self 2 -1.50 2.12
EBS Self to Other 2 .00 .00
r i i 2 -5.00 1.41
DAS Love 2 .50 3.54
DAS Achievement 2 1.00 .00
DAS Perfectionism 2 -3.00 5.66
DAS Entitlement 2 6.50 2.12
DAS Omnipotence 2 -1.00 5.66
DAS Autonomy 2 1.50 2.12
DAS Total 2 8.00 1.41
Social Comparison 2 -4.00 5.66
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Depression to Euthymia
N Mean Std. Deviation P-value
Self-Esteem 8 -1.75 3.15 .160
LOG Internal 8 .88 5.38 .660
LOG Chance 8 -3.63 4.66 .064
LOG Powerful Others 8 -1.00 5.76 .638
HAD Anxiety 8 -3.13 4.42 .086
HAD Depression 8 -2.63 3.58 .077
EBS Self to Self 8 -3.38 4.21 .058
EBS Other to Self 8 -3.63 2.67 .006
EBS Self to Other 8 -1.50 2.51 .134
DAS Approval 8 1.63 4.14] .303
DAS Love 8 3.63 4.17 .044
DAS Achievement 8 1.25 4.53 .460
DAS Perfectionism 8 2.25 2.71 .051
DAS Entitlement 8 1.75 5.04 .358
DAS Omnipotence 8 1.63 2.20 .075
DAS Autonomy 8 .50 2.62 .606
DAS Total 8 -12.63 17.81 .085
Social Comparison 8 14.00 20.64 .097
Depression to M ania
N. Mean Std. Deviation
Self-Esteem 3 -2.00 3.00
LOG Internal 3 4.00 3.00
LOG Chance 3 -2.33 9.29
LOG Powerful Others 3 1.00 4.36
HAD Anxiety 3 -1.33 .58
HAD Depression 3 -3.00 2.00
EBS Self to Self 3 -2.33 2.52
EBS Other to Self 3 -4.67 6.66
EBS Self to Other 3 1.67 2.89
DAS Approval 3 .67 4.16
DAS Love 3 1.67 1.15
DAS Achievement 3 -3.33 3.79
DAS Perfectionism 3 -2.33 6.51
DAS Entitlement 3 -4.00 4.36
DAS Omnipotence 3 .33 1.53
DAS Autonomy 3 1.67 1.53
DAS Total 3 -15.33 19.55
Social Comparison 3 22.00 20.52
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Mania to Euthymia
N Mean Std. Deviation P-value
Self-Esteem 5 -2.80 3.83 .178
LOG Internal 5 -6.40 2.61 .005
LOG Chance 5 -1.40 8.85 .741
LOG Powerful Others 5 -1.80 5.89 .532
HAD Anxietv . 5 -3.40 2.88 .058
HAD Depression 5 -1.80 2.17 .137
EBS Self to Self 5 -.40 1.52 .587
EBS Other to Self 5 -1.40 1.34 .080
EBS Self to Other 5 -.20 .45 .374!II 5 .60 1.82 .501
DAS Love 5 2.00 1.41 .034
DAS Achievement 5 .40 1.82 .648
DAS Perfectionism 5 .80 2.77 ' .554
DAS Entitlement 5 -2.20 7.36 .541
DAS Omnipotence 5 1.80 5.17 .480
DAS Autonomv 5 -.60 2.61 .634
DAS Total 5 1.40 21.45 .891
Social Comparison 5 5.80 9.42 .241
M ania to Depression
N Mean Std. Deviation
Self-Esteem 3 5.33 9.07
LOG Internal 3 -4.00 5.29
LOG Chance 3 2.67 1.15
LOG Powerful Others 3 2.33 4.51
HAD Anxietv 3 .00 4.36
HAD Depression 3 6.00 6.00
EBS Self to Self 3 3.67 4.73
EBS Other to Self 3 2.33 4.51
EBS Self to Other 3 .00 2.00
DAS Approval 3 .00 2.00
DAS Love 3 -.33 2.89
DAS Achievement 3 -1.00 7.55
DAS Perfectionism 3 .00 5.00
DAS Entitlement 3 3.67 2.08
DAS Omnipotence 3 -.33 3.79
DAS Autonomv 3 -2.33 4.04
DAS Total 3 1.67 25.58
Social Comparison 3 -28.33 27.61
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Graphical Representation and Summary Tables of Changes in Beliefs Resulting 
from Stability in Phase
Euthymia to Euthymia Depression to Depression
I
£
Q
£
I
6
a: -10
Mania to Mania
ro -20
Euthymia to Euthymia
N Mean Std. Deviation P-value
Self-Esteem 36 -.44 4.14 .524
LOG Internal 36 -.14 5.42 .879
LOG Chance 36 .69 7.72 .593
LOG Powerful Others 36 .14 3.96 .834
HAD Anxietv 36 .03 2.38 .945
HAD Depression 36 -.56 2.45 .183
EBS Self to Self 36 .17 2.05 .629
EBS Other to Self 36 .11 2.62 .800
EBS Self to Other 36 .00 .96 1.0001<11 36 .00 2.61 1.000
DAS Love 36 -.31 2.28 .426
DAS Achievement 36 .67 . 3.09 .204
DAS Perfectionism 36 -.08 3.01 .869
DAS Entitlement 36 .42 2.67 .355
DAS Omnipotence 36 .81 3.11 .129
DAS Autonomv 36 .53 3.46 .366
DAS Total 36 -1.92 10.52 .282
Social Comparison 36 1.00 10.52 .572
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Depression to Depression
N Mean Std. Deviation P-value
Self-Esteem 37 -.46 3.85 .472
LOG Internal 37 -.89 5.27 .310
LOG Chance 37 .05 6.76 .961
LOG Powerful Others 37 .00 5.50 1.000
HAD Anxietv 37 .19 3.05 .708
HAD Depression 37 .08 3.39 .885
EBS Self to Self 37 -.22 3.76 .728
EBS Other to Self 37 -.43 3.16 .410
EBS Self to Other 37 -.08 1.77 .782
DAS Approval 37 .38 3.10 .463
DAS Love 37 .00 2.73 1.000
DAS Achievement 37 .57 4.04 .398
DAS Perfectionism 37 .78 2.84 .102
DAS Entitlement 37 .35 3.04 .486
DAS Omnipotence 37 .49 3.83 .444
DAS Autonomv 37 -.22 3.21 .684
DAS Total 37 -.32 13.03 .880
Social Comparison 37 -.76 19.70 .817
M ania to Mania
- N Mean Std. Deviation P-value
Self-Esteem 7 1.00 9.47 .789
LOG Internal 7 -1.29 4.68 .495
LOG Chance 7 3.71 6.63 .189
LOG Powerful Others 7 1.00 1.91 .216
HAD Anxietv 7 -.57 9.83 .883
HAD Depression 7 -1.00 6.32 .690
EBS Self to Self 7 -1.57 4.93 .431
EBS Other to Self 7 -2.71 8.73 .442
EBS Self to Other 7 -1.86 5.46 .403
DAS Approval 7 4.14 7.95 .2T7
DAS Love 7 2.71 4.07 .128
DAS Achievement 7 1.86 3.18 .174
DAS Perfectionism 7 -.57 2.76 .604
DAS Entitlement 7 .14 3.80 .924
DAS Omnipotence 7 1.00 6.93 .716'
DAS Autonomv 7 1.71 2.29 .cm
D&S Total 7 -10.00 15.02 .129
Sdcaai Comparison 7 5.29 13.06 .325
305
LATE 
 
 
 
—
 
E
A
R
LY
 
 
—
 
 
— 
LATE
APPENDIX 10
CD
CO
CD
306
MOOD 
CHART 
(R
EC
O
G
N
ITIO
N
.. A
C
TIO
N
...M
A
IN
TEN
A
N
C
E)
EVALUATION OF FACTORS AFFECTING  
THE ATTENDANCE OF BREAST
SCREENING
SUSAN M ROSS
In p a r t f u l f i lm e n t  o f  th e  req u irem en ts  
fo r  th e  d eg ree  o f  M Sc in  C l in i c a l
P sy ch o lo g y
Departm ent o f  P s y c h ia tr y  
U n iv e r s ity  o f  N ew ca stle  Upon Tyne
June 1991
ACKNOWLEDGEMENTS
I am first of all grateful to Dr M Firth whose 
initiative, enthusiasm and support made this research 
possible. I am indebted to Dr H Watson for enabling the 
study to go ahead and Mrs P Dobson for her initial 
administrative and moral support, and Dr C John for 
academic supervision.
My thanks also go to Mrs C Mallin, Administrator of 
Breast Screening Services, for help with accessing the 
necessary information on Screening Attendance rates and 
Background information and to Valerie Lockie who helped 
process the final data entries and interpret the eventual 
findings.
I would also like to thank Mrs J Gedney who so 
patiently and carefully typed the manuscript and who made 
the final stages of preparation possible.
Finally my upmost thanks go to all the Radiographers, 
particularly Mrs S Park, who helped carry out the project 
and to all the women who agreed to participate.
CONTENTS
ACKNOWLEDGEMENTS 
- ABSTRACT
LIST OF CONTENTS 
LIST OF TABLES 
CHAPTER 1
A
1. INTRODUCTION
a) Why Is Breast Screening Important? 1
b) The Development of Breast
Screening Techniques. 2
c) Incidence and Prevalence of Breast
Cancer. 2
d) The Forrest Report and After. 3
2. LITERATURE REVIEW
Factors Affecting Attendance.
a) Person-Specific Factors.
b ) Situational Factors.
c) Environmental Factors.
CHAPTER 2
B - AIMS AND METHODOLOGY
1. Aims of the Study. 28
2. Methodology. 29
a) Original Aims and Approaches 29
b j Changes In the Initial
Proposal. 21
c) Pilot Project 1. 32
d) Pilot Project 2. 33
e) Recommendations Arising from
Pilot Project - Project Actual. 35
CHAPTER 3
Ç  -  RESULTS
1. Comparisons.
a) Attenders vs Non-Attenders. 44
b ) Certain vs Ambivalent
Attenders/Non-Attenders. 44
c) Anxious vs Not Anxious. 45
d ) Urban vs Rural. 45
CONTENTS (2 )
2 . Comparison of Attenders and 
Non-Attenders.
a) Demographic Make-Up.
b) Factors Influencing Attendance,
c) Health Beliefs and Behaviours.
d) Breast Screening Knowledge 
and Beliefs.
3. Ambivalence vs Certainty 
of Attendance.
1) Attenders.
a) Socio-Demographic Make-Up.
b) Previous Experience of Breast 
Screening and Self-Examination
c) Factors Influencing Attendance
d) Health Beliefs and Behaviours.
e) Breast Screening, Knowledge 
and Beliefs.
f) Evaluation of Screening.
g) Future Screening Behaviour.
2) Non-Attenders.
a) Socio-demographic Make-Up.
b) Reaction to Invitation,
Leaflet and Decision to 
Not Attend.
c) Factors Influencing Non- 
Attendance .
d) Health Beliefs and Behaviours.
e) Beliefs About Screening.
f) Results.
g) Future Screening Behaviour.
4. Effect of Anxiety on the Screening 
Experience.
a) Reception Staff Evaluation.
b) X-Ray Staff Evaluation.
c) Embarrassment, Discomfort,
Pain and Expectation.
d) What Women were Told.
e) Know Someone Who Has Had 
Breast Screening.
5. Urban vs Rural.
1) Attenders.
a) Socio-Demographic Make-Up.
b) Previous History of Breast 
Disease and Mammograms.
c) Decision to Attend.
d) Beliefs About Cancer and 
Health Behaviours.
e) Knowledge of Breast Screening.
Page
46
47 
49
53
55
56
58
59 
61
63
65
66
66
67
67
68
69
70
70
71
72
72
73
74
75
76
76
77 
79
CONTENTS (3 )
Page
f ) Results. 80
g) Practicalities. 80
h) Evaluation of Screening. 80
2) Non-Attenders.
CHAPTER 4
D. DISCUSSION
1. Background.
81
a) Comments on Return Rates -
Attenders. 82
b) Selective Bias. 82
c ) Non-Attenders. 82
2, Attenders vs Non-Attenders.
a) Demographic Make-Up. 83
b) Factors Influencing Attendance. 86
c ) Health Beliefs and Behaviours. 88
d) Health Locus of Control. 89
e ) Beliefs About Breast Cancer. 90
f ) Beliefs About Breast Screening. 91
3. Attenders Experiences. 93
4, Experience of Screening and Effect
of Anxiety. 95
5. Certainty vs Ambivalence.
a) Socio-Demographics. 97
b) Factors Influencing Attendance. 99
c ) Factors Important in
Attendance. 100
d) Health. 101
e ) Beliefs About Breast Cancer. 102
f ) Beliefs About Breast Screening. 104
g ) Beliefs About Results and
Experiences of Screening. 105
6 , Urban vs Rural.
a) Background Information. 106
b) The Decision to Attend. 108
c) Knowledge of Breast Cancer. 109
d) Knowledge of Breast Screening. 110
e ) Practicalities. 111
7. Criticisms and Recommendations.
a) Attenders. 112
b) Non-Attenders. 113
c ) Certainty vs Ambivalence. 114
d) Urban vs Rural and
Socio-Economic Status. 114
APPENDICES
REFERENCES
L IST  OF TABLES
B - METHODOLOGY 
Table 2,1 
Table 2.2 
Table 2.3
G - RESULTS 
Table 3.1
Table 3.2 
Table 3.3 
Table 3.4 
Table 3.5 
Table 3.6 
Table 3.7 
Table 3.8 
Table 3.9 
Table 3.10 
Table 3.11
Outline of Phases and Intervention. 
Study Design.
Flow Chart of the Project.
Table of 5Ambivalent3 vs 3 Certain3 
Attenders/Non—Attenders Identified.
Factors Influential in the Decision to 
Attend - Ranked in order of Importance
- Attenders.
Factors Influential in the Decision to 
Attend - Ranked in Order of Importance
- Non-Attenders.
Factors Rated as Important in the 
Decision to Attend - Self-Generated - 
Attenders.
Rank Ordering of Factors Rated as 
3 Most3 Important in Affecting 
Attendance.
Rank Order of Factors Influencing 
Attendance - Self—Generated - 
Non-Attenders.
Rank Order of Factors 3Most1 Important 
in Influencing Attendance - Non- 
Attenders.
Frequency of 3 Internal’ vs 3 External3 
Locus of Control Amongst Attenders and 
Non-Attenders.
Frequency of Factors being 3 Very 
Likely/Likely3 to Cause Cancer 
Attenders.
Frequency of Factors 3 Very
Likely/Likely3 to Cause Cancer - Non- 
Attenders.
Comparison of Perceived Risk of Breast 
Cancer for the 3 Average3 woman and for 
3 Self3 - Attenders.
Table
Table
Table•
Table
Table c
Table
Table
Table
Table
1.12 - Comparison of Perceived Risk of Breast
Cancer for the ’Average’ woman and for 
’Self’ - Non-Attenders♦
1 . 1 3  - Chi-Square Test for ’Certain’ vs
’Ambivalent’ Attenders and Non- 
Attenders*
• . 1 4  ' - Table of Frequencies of Previous
Mammograms Taken, Outcome, Location 
and Further Action Taken fo: 
vs ’Ambivalent’ Attenders.
) i  r t  *
1 . 1 5 - Table of Chi-Square Tests for Factors
Affecting Attendance - ’Ambivalent’ vs 
’Certain’ Attenders.
1 . 1 6  - Table of Rank Orderings of Factors
’Most3 Important in the Decision to 
Attend - ’Certain’ vs ’Ambivalent’ 
Attenders,
1 . 1 7  - Chi-Square Tests for Independence
between ’Certain’ and ’Ambivalent 
Attenders for Factors Causing Cancer.
5.18 - Table of Frequencies and Percentages
of Factors Important in Screening 
Decision for Non-Attenders - ’Certain 
vs ’Ambivalent’.
5 . 1 9  - Table of Frequencies and Chi-Square
Values for ’Nervous’ vs ’Not Nervous’ 
women and their Experiences of 
Screening.
3.20 - Rank Order of Factors Important in
Affecting Attendance - Urban vs Rural.
T a b le  3 . 2 1 Rank Ordering of Factors Rated ’Most’ 
Important in Influencing Attendance - 
Urban vs Rural Attenders.
1A INTRODUCTION 
1.
a) Why Is Breast Screening Important?
Breast Cancer is the commonest form of cancer in the 
UK. Each year approximately 24.000 new cases are 
diagnosed, of which 15,000 prove fatal. This compares 
with 75,000 deaths among women from all forms of cancer 
and 339,000 deaths among women from all causes (Forrest,
1987). Such deaths have been increasing by one per cent a 
year in some age groups.
The UK mortality rate is the highest in Western 
Europe, and North America, regions where the disease is 
the most prolific and deaths most frequent relative to the 
rest of the world. It is far less common in the Third 
World and shows a particularly low incidence in China and 
Japan (Appendix 1). In Britain, a woman has about a 1 in 
12 chance of developing breast cancer during her lifetime, 
the overwhelming majority of presentations occur over the 
age of 50 years.
The greatest decrease in Breast Cancer mortality is 
likely to derive from treatment at an early stage. 
Prognosis depends upon the stage of cancer at the time of 
diagnosis. The optimum time for detection at the most
curable stage may be before the woman is aware of the 
problem, or even before the lesion is palpable by the 
woman or a physician. Such cancer may only be detected by 
screening or mammography of the breast tissue.
b) The Development of Breast Screening Techniques
Clinical examination alone was used as a screening 
technique for many years, but with the development of 
soft-tissue radiology of the breast (Mammography) small 
cancers, of less than 1 cm, could be visualized 
radiologically before they became clinically obvious 
(Forrest, 1980). This emerged as the basis for some mass 
screening studies. Thermography was also initially tried 
but was found to be less effective and more costly and was 
quickly bypassed in favour of Mammography.
c) Incidence and Prevalence of Breast Cancer
The disease is rare in women under the age of 35; 
between 30-34 the incidence and mortality rate in the UK 
are 19.6 and 5.9 per 100,000 women respectively. By 50-54 
years rates have risen to 145.9 and 7 3.7 per 100,000 women 
respectively and they continue to increase with age 
(Appendix 2). Any preventive measures, therefore, tend to 
target the 50+ age group where the prevalence of breast 
disease is enough to warrant intervention on a mass scale. 
Similarly, breast tissue in younger women is harder to
screen being more dense, making the whole screening and 
preventive process less reliable, leading to an increased 
proportion of * borderline’ cases when screened (Wills, 
1990).
In the.last 20 years the probability of developing 
cancer in one’s lifetime changed from 1 in 20 to 1 in 12. 
The incidence of the disease has shown a steep rise in 
women less than 40 years. Not more than 50% of women with 
Breast Cancer are alive and free from disease 10 years 
after diagnosis (Strax, 1984). This emphasizes the 
increasing need for a preventive screening service to stop 
or at least stabilize the increase of the problem.
d ) The Forrest Report and After
The Forrest Report (1987), a Government commissioned 
enquiry into Breast Cancer Screening, examined the 
cumulative evidence and concluded that deaths from Breast 
Cancer in women aged 50-64, who are offered screening by 
mammography, can be reduced by one third or more. As a 
result the Secretary of State for Health and Social 
Services announced the establishment of a Breast Cancer 
Screening Programme for women aged 50-64 years based on 
mammography at 3 yearly intervals.
Through this programme the rate of invasive or 
advanced Breast Cancer in women aged 50-64 years was hoped 
to be reduced by 30% over a 10 year period.
This trial, is ongoing, mass screening has been 
carried out nationally but as yet no firm conclusions have 
been reached as to its effectiveness. Attendance figures 
have varied nationally and it has been recognized that 
Screening Programmes may also have psychological costs.
The Working Group on Breast Screening chaired by 
Professor Sir Patrick Forrest states that "there is a need 
to identify those factors that influence a woman’s 
response to an invitation to be Screened and possible 
causes of anxiety generated by a Screening Programme". 
This study aims to contribute to current knowledge of 
factors influencing Attendance and Non-Attendance, and 
women’s experiences of the Screening process including 
anxiety.
2. LITERATURE REVIEW
FACTORS AFFECTING ATTENDANCE 
1 Introduction
Numerous factors have been identified as potential 
affectants of Breast Screening attendance. These factors, 
in conjunction with what we know about Preventive Health 
Behaviour and the individuals internal cognitive/emotional 
biases, can help influence a woman’s decision to present 
for screening or not, and as such are important to
5consider.
These variables, can be loosely categorized in to 3 
sections : - (Hochbaum, 1958)
a) Person-Snecific Factors - Psychological State of 
Readiness which in turn is dependant upon the 
perception of the individual of his/her :-
i) Susceptibility to disease.
ii) Possibility of having covert disease. 
iii ) Benefits of Early diagnosis and treatment.
b ) Situational Factors - Factors particular to the 
disease situation:-
i) Physical changes interpreted as disease.
ii) Social pressures to participate.
c ) Environmental Factors - Factors specific to the 
screening environment :-
i) Availability of the test.
ii) Convenience of obtaining the test.
A general overview of the key components which need 
to be accounted for when looking at Screening attendance 
rates was given by Fink etal (1988) . where attendance 
figures can be affected by the following :-
1) The Demographic make-up of the Community.
2) Community health beliefs and practices.
3) The roles of family members in promoting health 
practices and seeking of medical care.
4) Age and gender role in obtaining and following 
health regimens.
5) Cultural beliefs eg diet) religion) community 
organization.
6) Educational approaches to prevention and 
detection.
7) Societal Pressures eg adverts, economics, diet.
A. PERSON-SPECIFIC FACTORS
a ) Ambivalence vs Certainty
It is hypothesised that many women on receiving their 
invitation to attend for screening are uncertain whether 
or not they will attend ie they are ambivalent about 
screening, whilst others, on receipt of their invitation 
are steadfastly certain they will or will not attend. 
Whilst attention has been paid to this dimension in other 
screening programmes eg cervical screening (Harkis, 1988), 
a literature search failed to provide much information on 
certainty in relation to breast screening.
b ) Risk Factors
There are a core number of factors which have been
r e p e a t e d l y  highlighted in the literature as exacting some 
influence over the risk of a woman developing Breast 
Cancer in her lifetime.
These factors are : - (Morgan etal, 1974)
1) Family History of Breast Cancer, especially 
bilateral or premenopausal onset.
2) Later Age of first pregnancy or nulliparity.
3) Early age of menarche.
4) Late age of menopause.
5) Fibrocystic Breast Disease.
6) Radiation Exposure.
7) Family history of benign Breast Disease.
8) Upper - Middle Class or higher SES.
9) Above average height and weight.
There may be a cumulative effect of factors in the 
development of Breast Cancer, however, only if the woman 
is aware of these as potential risk factors may they 
prompt her to attend. Ironically, Non-attenders are often 
more likely to have the above risk factors but may deny 
their•importance. (Murray & McMillan, 1987)
C ) Health Beliefs and Efficacy
i) Previous Use of Health Screening Services
Attenders of one Preventive Health Service have been 
shown to be more likely to use other preventive health 
services (Hunt etal, 1985) or self-refer to Preventive 
Services (Hobbs & Smith, '1980 ). • •-
Non-attenders take less care of their health 
generally and have poorer links with their GPs, with fewer 
going for cervical smears or other screening measures 
(MacLean, 1984). Attenders have better overall preventive 
health behaviours and are less likely to smoke and more 
inclined to take care of their health (Tregoning, 1989).
Breast Self-Examination is another form of Preventive 
Health Behaviour.
Attenders are more likely to have observed their own 
symptoms and are more aware of Breast Self-Examination 
techniques in general (Jakobsen etal, 1987). Heightened 
susceptibility to Breast Cancer is not, however, 
associated with intention to Breast Self-Examine, this is 
again more to do with awareness of risk (Hill & Shugg, 
1989).
ii) Health Locus of Control and Effect on Breast
Screening
Women with a more Internal Locus of Control are more 
likely to present for Breast Screening. Internal Locus of
Control influences self motivation- which in turn affects 
Attendance and attributions of r e s p o n s i b i l i t y  towards self 
for Preventive Health Behaviours generally (Wallston, 
1982). Other studies have suggested that it is the 
intention to attend that is more important than Locus of 
Control in influencing Attendance (Norman & Fitter, 1987).
Non-attenders may tend to believe less in the 
controllability of cancer. Harkis (1988) in her study of 
Attendance to Cervical Screening noted that Non-attenders 
often saw the test as redundant or time-wasting, trying to 
contain what they perceived as an uncontrollable 
condition. Non-attenders in fact tend to have a more 
fatalistic, attitude towards disease in general (Woolsin & 
Caruso. 1989). Thus, there are clear differences in 
’controllability’ perceptions of Breast Cancer between 
Attenders and Non-attenders, where Non-attenders tend to 
agree that ’Breast Cancer should be left alone or left to 
fate’ more than Attenders. Statements such as ’one should 
not go looking for problems’ are commonly agreed with by 
Non-attenders but less so by Attenders (MacLean, 1984).
iii) Knowledge of Breast Cancer and Breast Screening
Attenders have a greater understanding of possible 
causes of cancer and a greater belief in the possibility 
of curing Breast Cancer (Tregoning, 1989). The difference 
in knowledge between Attenders and Non-attenders has been
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disputed. Eardley (1989) stated it was not knowledge that 
differentiated Attenders and Non-attenders but it was 
their beliefs and Health Behaviours that differed. Non- 
attenders tend to be unaware of the preventive nature of 
Breast Screening and have more limited knowledge of its 
cure rate and tend to have a more pessimistic outlook on 
Breast Cancer curability (Calnan, 1984).
Increasing knowledge of potential risk factors may 
also be an area which requires more input. Non-attenders 
tend to have less overall knowledge of the risk factors 
involved in Breast Cancer, often seeing themselves as 
outside the categories of women perceived as ’at risk’ 
(Fenner, 1989).
iv) Negative Image/Efficacy of Breast Screening
Many Non-attenders of Breast Screening express doubts 
over the efficacy of Breast Screening and its ability to 
’prevent’ cancer. Those screened often complained of pain 
and discomfort which left them with a negative image of 
the process and which may be passed on to 
friends/relatives so influencing their perceptions of 
screening, possibly discouraging them from attending 
(Fenner, 1989).
Non-attenders often see screening in a more negative 
light, a place of risk, which could mean disruption of
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their lives if they attend (French, 1982). Worries and 
concerns over the actual screening process itself is often 
a good predictor of attendance, where Non-attenders. are 
more likely to see screening as being ineffectual and. 
unpleasant (Norman & Fitter, 1987 ) »
Fear of obtaining a ’false positive5 result, or the 
possibility of unnecessary operations, anxiety and 
radiation fears were often more important to Non-attenders 
than any potential benefits of screening (Wright, 1986).
Non-attenders also show an increased lack of belief in the 
efficacy of Breast Screening, there is less incentive to 
attend a service that one perceives as being ineffectual 
in the first place (Roberts etal, 1990).
vii ) Anxiety
Fear and/or Embarrassment are among the most commonly 
cited reasons for Non-attendance of any screening service, 
but particularly Breast Screening. Non-attenders
typically refuse to present for fear of what they might 
discover and how this might affect their lives. Bowen, 
(1987) stated that, when questioned, women are more 
frightened of Breast Cancer than any other form of 
disease.
The initial invitation to attend for screening can 
often upset or frighten women, particularly Non-attenders,
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and 1 fear of results’ was commonly stated as the reason 
for not attending (Tregoning, 1989), intention* to 
attend correlates highly with fear and intention 
significantly affects attendance. Siero etal (1984) 
emphasized the importance of Health Communications in 
raising fear levels and so affecting intention and 
attendance. Moderate levels of fear are needed to prompt 
behaviour.
Embarrassment may also serve as a barrier to 
attendance. The process of being screened can be 
embarrassing for some women, particularly since the target 
group of women are of the generation where exposing parts 
of ones body, for health reasons or otherwise, is less 
acceptable. This may be sufficient to deter some women 
from attending (Norman & Fitter, 1987).
One of the major and most specific causes of anxiety 
about Breast Screening is fear of radiation (Feig, 1987). 
Connected with the more general fears of cancer and its 
implications is the fear that the test itself can be 
damaging, where X-rays can have possible irradiation 
effects.
Rimer etal (1988) found 21% of his sample of 
potential Breast Screenees named 3 Fear of Radiation3 as a 
reason for Non-attendance. Although it is agreed that 
radiation risk from Mammography is small, most likely
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negligible, anxiety about this possible risk must be 
reduced to increase attendance.
Women who are less anxious about Breast Screening 
tend to be more confident generally and more confident 
about attending.
Increased confidence in women prompts self-referral 
for Breast Screening (Hobbs & Smith, 1980). It has been 
suggested that health professionals should be reinforcing 
patients self-control and confidence at every opportunity 
and with every contact (Marks, 1986).
d) General Health
Non-attenders tend to rate their health as being 
'Good' more often than Attenders (Hunt etal, 1988) yet 
non-attenders are less likely to care for their health 
generally and have poorer overall links with their GPs.
Rimer (1988) found that 21% of his sample of Non- 
attenders gave ’Lack of Symptoms' as being the reason for 
their non-attendance. In fact Non-attenders of Screening 
Services had a higher overall mortality rate from all 
causes than Attenders.
One of the few studies to contradict these findings 
is Tregoning (1989), where 10.2% of Non-attenders
described their General Health as 1 Poor1 compared to 1.3% 
of Attenders.
e ) Previous Breast Disease/Vulnerability
Breast Screening attendance increases if a woman has 
experienced previous breast complaints or cancer symptoms. 
Carter (1987) identified High, Moderate, Borderline and No 
Measurable Risk groups, but there is little evidence of 
risk affecting attendance since many women are unaware of 
the risk factors in developing Breast Cancer.
High risk women are obviously then a target for 
Breast Screening (Sioni & Hakama, 1978). Anxiety will 
only prompt attendance where rational appraisal of risk 
takes place and when women are unaware of the risks of 
Breast Cancer and related variables, rational appraisal 
cannot prompt attendance. More knowledge of risk factors 
involved in Breast Cancer is necessary so this appraisal 
can take place (Morris & Green, 1982).
Hochbaum (1958) described 3 characteristics of a 
women ^ s readiness to attend for Breast Screening
1) Susceptibility to Disease.
2) Possibility of having disease.
3) Benefits of early diagnosis and treatment.
These are heightened in women with previous breast
15
complaints who are more likely to attend or are more 
psychologically ready to attend.
In.a Gallop survey of women (Woolsin &•Caruso, 1989) 
it was found that overall women underestimated the chance 
of any lump found being malignant and overestimated death 
rate from Breast Disease, which leads to an 
underestimation of vulnerability to Breast Cancer. Women 
who have had a previous breast disease/lump have an 
increased belief it will be Breast Cancer.
One study contradicted these findings stating that 
Non-attenders were rated as having two times the number of 
previous breast complaints as Attenders (French, 1982).
B. SITUATIONAL FACTORS
a) Age
The incidence of Breast Cancer in older women (50+) 
has always been considerably higher than that in younger 
women, although there has been an increasing trend over 
the last two decades of increased incidence in younger age 
groups. Attendance can also be affected by the age of 
women receiving the invitation to be screened, with 
younger women tending to have more of a positive attitude 
towards screening and older women becoming anxious on 
receipt of their invitation (Tregoning, 1989).
The benefits of Breast Screening also increase with 
age, making it of more importance that older women attend 
(Feig, 1987).
oenexics xor yeax- uld women outweigh risks by
1 0 0 : 1 .
Benefits for 50+ year old women outweigh risks by 
625,000:1.
Clearly women aged 50+ are the target group yet these 
women generally have less overall knowledge of Breast 
Cancer and Breast Self-Examination (BSE) and, therefore* 
are less likely to respond to an invitation to come to 
Breast Screening. (Leather & Roberts, 1985)
Lowered expectation of Health in general may well 
undermine women5 s confidence in attending for screening or 
cause them to miss symptoms of early Breast Disease, 
associating them purely with an expected lowering in 
general health. (Hobbs & Smith, 1980)
b ) Socio-Economic Status and Education
Socio-Economic status has been pinpointed as one of 
the possible risk factors associated with high Breast 
Cancer m o r t a l i t y .  Women from SES 1 and 2 (High to Middle 
SES) are at more risk of developing Breast Cancer but are 
also more likely to attend (Morgan, 1974).
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Hobbs & Smith (1980) noted self-referrers tend to be 
of higher SES and Educational levels, Whereas Non- 
attenders tend to be of lower Socio-economic status and 
less well educated ( French etal, 1982), Few explanation's 
are offered as to why this might be but one assumption is 
that better education might lead to increased knowledge or 
awareness of Preventive medicine and risks of developing 
disease which may influence women to attend.
Inaccurate matching or monitoring of class as an 
affectant factor has been a criticism levelled at some of 
the mass screening trials.
c) Marital Status
There has been conflicting evidence on the 
significance of Marital Status as a variable affecting 
attendance, Calnan (1984) found that Non-attenders of 
Breast Screening Clinics tend to be more likely to be 
single or widowed. Tregoning (1989) in his study found 
more Attenders than Non-attenders were married or living 
with a partner. It was postulated that women who were 
married were more concerned about staying alive and well 
for the sake of their spouse, as well as for themselves, 
and may have been given encouragement from their partner 
to attend.
As yet there has been little work in this area, but
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trends do seem to imply having a partner is more likely to 
be associated with attendance for Breast Screening.
d ) Attitude of Significant Others/Social Pressure
The importance of others in helping women to decide 
whether to present for screening or not has been a factor 
examined in several studies. Calnan (1984) on examining 
attendance for Breast Screening and BSE classes noted that 
women who said they were encouraged to attend were more 
likely to attend than those who reported no encouragement 
or discouragement. This is, of course, subject to 
inaccuracy in recall where a woman's selective bias and 
quality of relationships might influence her perception of 
encouragement/discouragement.
Attenders were more likely to have at least one close 
friend compared with Non-attenders. Those with no 
confiding relationship or one with a female only were less 
likely to attend Screening than those who reported having 
a confiding relationship with their husband or partner, 
which supports findings that marital status is an 
important variable in attendance also.
Fenner (1989) found that if spouses/ daughters/ 
relatives/friends had a positive attitude towards 
Screening and the curability of Cancer, women were more 
likely to attend Breast Screening than if 'significant
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others’ had a negative or ambivalent attitude towards it. 
Indeed if the woman herself was ambivalent other negative 
or ambivalent attitudes were bound to play on her own 
uncertainties. 1
In order of importance the ’significant others’ was 
found to be : - 1) Friends
2 ) Daughters
3) Husbands (Fenner, 1989)
Non-attenders tended not to discuss health issues 
with friends so readily, but assumed they too held 
negative beliefs and opinions to justify their own stance.
Antonovsky and Anson (1976) talked of the 
’conformist’ women whose attendance will be swayed by the 
beliefs and behaviour patterns of her surrounding 
community. This is an important variable to consider when 
trying to boost attendance levels.
e ) History of Familial/Friends Breast Cancer
The risk of a woman developing Breast Cancer 
increases dramatically if a family member has suffered the 
disease, particularly if that member is a sibling. 
Anderson and Badzoich (1984) found the risk of Breast 
Cancer to be very high if the women had had a sister with 
bilateral, or premenopausal disease diagnosed before the
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a g e  o f  41 y e a r s .
If women are aware of this increased risk it is 
likely to prompt attendance• Hobbs & Smith (1980) noted 
an increase in attendance if other family/friends had 
attended, many in fact self-referred not wanting to 'left 
out or take a risk'. French et al (1982) also stated that 
one of the main characteristics of Non-attenders was that 
there was less familial history of Breast Cancer. More 
Attenders (90% vs 61%) knew someone who had had a breast 
lump and more Attenders (87% vs 44%) knew someone who had 
had Breast Cancer.
However, Hairart (1990 ) found neither a positive 
family history of Breast Cancer, nor previous breast 
surgery was commoner among Attenders than in the general 
population. Attendance then may depend on awareness of 
risk or perceived risk in connection with knowledge of 
Breast Cancer incidence.
f ) GPs
Links with GPs and GP attitudes towards Breast 
Screening and Cancer are important, particularly since 78% 
of women over the age of 50 years visit their GP in a 6 
monthly period (Cockburn, 1989). Rimer etal (1988) in
fact stated that one of the main reasons for Non- 
attendance at Screening was 'lack of recommendation by a
21
GP5 (65% of the sample ) . See previous section on 
important others.
g ) Invitations, Letters and Information
The initial invitation to attend for screening can in 
itself be distressing to receive. Tregoning (1989) found 
that Attenders were less upset by their initial invitation 
to attend, suggesting one reason for Non-attendance may be 
because the initial invitation was offputting.
Harkis (1988) evaluated the ideal content of the 
invitation letter to attend for Cervical Screening. The 
Invitation letter for Breast Screening should ideally 
contain 2 messages :-
1) Advantage of treating Cancer in the early 
stages.
2) The fact that most breast changes are not due to 
cancer.
Williams & Vessey (1989) supported the idea of a 
definite appointment time being offered noting one way to 
improve compliance was to offer an appointment rather than 
an open-ended request. Fenner (1989) added that
flexibility of appointment was needed and more evaluation 
of the leaflets and publicity material used would be 
useful, where different levels of fear arousing 
communication and information could be tried.
Invitations may need to be personalized as a way of 
improving compliance also and leaflets may need to vary 
between Attenders and those who have failed to attend 
previously. Using such measures a response rate of 75% 
among women who had previously failed to attend was 
possible in the Edinburgh trials (Hairart etal, 1990).
Who sends out the invitations can also be of 
importance, (Fallowfield, 1988), where an authority figure 
but one seen as approachable is often a more preferred 
sender of these invitations eg GPs. Sickles (1987) also 
commented on the wording used in such invitations and 
recall letters, where the 'jargon* is often confusing and 
potentially alarming. eg 'showed no evidence of 
malignancy'♦ Efforts must be made to increase knowledge 
using appropriate levels of communication and not to 
frighten the women into Non-attendance or induce a health 
scare.
h) Staff
Person-Specific factors and practicalities influence 
attendance but reinforcing variables are also needed to 
encourage attendance and to get women to return should any 
problems be found. The screening process needs then to be 
made as pleasant as possible as staff have an impact on 
users' perceptions of the service.
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Harkis (1988 ) found that Non-attenders cared about 
who did the Smear Test, with a preference for a nurse or 
other female. Ratings of unpleasantness were often found 
to increase if a male was involved in the screening' 
process (Fenner, 1989).
C. ENVIRONMENTAL FACTORS
a) Urban vs Rural (Sociodemographics)
Little evidence of sociodemographic splits and their 
effects on screening behaviour is available. Most of the 
trials looking at factors affecting attendance have been 
based in cities or urban populations, which has allowed no 
comparison between attendance rates of urban compared to 
rural populations, and how and if they differ.
Reeder etal (1980) noted BSE behaviour was consistent 
over sociodemographic subgroups, depending on contact with 
GPs. Women go to Breast Screening more frequently if GPs 
tell them to, thus the disparate populations who are 
likely to have poorer links with GPs are, therefore, less 
likely to be persuaded to go to screening. The location 
may also affect how practically possible it is for women 
to attend, where it is often easier for urban women to 
attend since their access to the Screening Unit is easier, 
most being sited in the heart of towns or built up areas.
24
Tabar (1987) highlighted the importance of finding 
out the benefits of Screening in bigger towns compared 
with rural areas and whether in fact urban attendance does 
differ from that of rural.
b ) Practicalities
Attendance does vary with social isolation where Non- 
attenders are more likely to be socially isolated (Hunt 
etal, 1988).
Tregoning (1989) found that Non-attenders have less 
practical ability to get to the Screening Service, stating 
transport problems and difficulties with appointment times 
as primary reasons for Non-attendance. 47.3% of Attenders 
found it easy to get time off work compared to 19.8% of 
Non-attenders. 21.4% of Non-attenders said family
responsibilities were the problem♦ Similarly, more 
Attenders had access to cars to attend (42.3% vs 20.3%). 
French (1982) said that practical reasons were cited least 
frequently by Attenders as being highly influential in 
their decision to come, implying Attenders are more likely 
to be less deterred by practicalities. Whereas MacLean
(1984) noted that practical difficulties were enough to 
deter women uncertain about attending or confirm to those 
decided Non-attenders that the costs of attending would 
outweigh the benefits.
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Enabling factors (Eardley, 1989) can make a
difference to attendance rates eg getting a map, having 
contact numbers, car access, which may have important 
implications for future policy.
c) Cost
The objective of the Breast Cancer Screening 
Programmes may be stated to be "to detect cases of Breast 
Cancer at as low a cost per case detected as possible, 
which, through subsequent treatment may lead to increased 
life expectancy of such cases" (Mooney, 1982).
Issues in Screening have centred around cost, both 
financial and emotional, and whether Screening can in fact 
justify itself on these two fronts (Fink, 1976). The 
greatest deterrent to the NHS of providing routine 
screening via Mammography is cost, both in terms of 
provision of service and follow-up (Lorino & Dempsey,
1988). As X-rays improve the cost will decrease and 
Screening accuracy rates will increase but there are 
already ways of doing this which have not been implemented 
because of cost.
Double-viewing would improve chances of detection 
(where 2 Mammograms are taken of the breast) and would 
only increase costs by 29%, an increase in cost annually
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of £15,000 (Appendix 3). This, of course, would be 
offset by the fewer number of technical recalls and higher 
rates of cancer detection, as well as the reduced anxiety 
of women recalled because of technical faults. However, 
initial extra outlay is enough to deter the Government 
from putting this into practice (O’Doherty & Donaghy, 
1990).
Tucker (1987) argued that since there are 8 million 
women in this country between 40-65 years costs of £172 
million would not be unrealistic to expect if mass
screening were properly implemented. In defense, Tabar
(1985) added that reduction in health service costs, since 
advanced Breast Cancer can be very expensive for society, 
from the time of dissemination the expenses can be 
extremely high, is enough to warrant the initial Screening 
procedures regardless.
A price tag for Breast Screening may depend on the 
operational decisions, where cost-effectiveness could be 
increased if Physical Examination and Breast Self-
Examination training was to come from nurses and trained 
radiographers, helping to reduce false positive rates
(Carter etal, 1987) . There is 1 ’ True Positive' diagnosis 
for every 11 'False Positives' and finding ways to reduce 
this ratio can only help ease costs.
For mass screening to be cost-effective it requires
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the involvement *of large numbers, at least 10,000 women 
per year, so that for costs to decrease attendance must 
increase (Strax, 1988).
Computerization of records and stanc 
letters, could reduce both financial and 'hours spent' 
costs (Sickles etal, 1986).
In summary, if the number and costs of false 
possitives, of unnecessary biopsies and of psychological 
trauma and anxiety caused by the above could be cut more 
justification could be seen for maintaining and even 
extending the present Breast Screening Services (Mooney, 
1982).
C
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B. AIMS AND METHODOLOGY
1. AIMS OF THE STUDY
a) To Examine Factors Influencing the Decision to 
Attend/Not Attend
i ) Comparison of Attendons vs Non-Attenders.
ii) I d e n t i f i c a t i o n  o f  N u m b e r s  o f
3 Ambivalent5/ ,Certain5 Attendons and Non- 
Attenders and comparison of these groups. 
iii ) To Examine the Effect of Urban vs Rural dwelling
on Attendance. 
iv) To Identify and order Factors Affecting
Screening Attendance/Non-Attendance. 
v ) To Explore Women5s Knowledge of Breast Screening
- Sources/Levels/Perceptions, 
vi) To Examine which 5 Important Others' influence a
woman's decision to attend.
b ) To Examine the Women's Experience of Screening
i) Expectations vs Experiences of Screening,
ii) The Extent of Anxiety associated with Screening
and Factors associated with High Anxiety. 
iii ) Likelihood of Re-Attending in 3 years time,
iv) Messages which will be communicated to other
women.
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2 . METHODOLOGY
a) Original Aims and Approaches
It was originally proposed that the project should be 
carried out in two phases (See Table 2.1), where Pre and 
Post Screening measures would be given to two cohorts, so 
that Attenders could be compared within and between 
samples and Non-Attenders would also be followed up (Time
1 and 2).
Women obtaining a 1 Positive’ result from these 2 
samples could then be followed through, using repeated 
measures, (Time 3 and 4), to re-assess their experiences 
of Screening until all women eventually had received their 
final results after re-screening.
This extensive follow-up was not, however, possible 
given the time constraints of the projet, but could be 
carried out for future research.
The original idea of assessing women at Times 1 and
2 and comparing cohorts, (ideally 200-300), was proceeded 
with, aiming to compare 'Ambivalent' vs 'Certain' 
Attenders and Non-Attenders within each group (Table 2.2) 
and given enough time to compare women from another area
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with that cohort♦
The Screening Unit was visited to establish the 
practical workings of the project and a Literature Search 
was carried out to identify factors important in Screening 
Attendance, (Appendix 4), which were used to compile a 
Questionnaire.
It was decided also that background information, as 
collected by the Radiographers on the Unit, could be used.
(See Later}.
i ) Attenders
Women would be approached by Radiographers and asked to 
fill in a Pre-Screening Questionnaire, which included 
women’s expectations and beliefs and knowledge about 
Breast Screening and an anxiety measure (Speilberger1s 
State/Trait Scale), and Consent Form. Given that women 
were screened 1 every 3 minutes, it was decided to 
approach every 3rd or 4th woman to ask them to 
participate, to ensure numbers were high.
After Screening women would then be sent across to a 
nearby room to complete the Post-Screening section by 
interview, which examined women's experiences of Screening 
and repeated the measure of anxiety.
Women would also be asked to specify their feelings
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of ’Certainty’ or ’Ambivalence1 about Attending.
ii) Non-Attenders
Non-Attenders would be followed up, using a modified 
version of the Attenders Questionnaire minus ’Anxiety1 and 
’Experience of Screening’ measures. They would be given 
an explanation of the study and asked to complete the 
consent form and Questionnaire and return them in the 
envelope provided. All Non-Attenders were to be followed 
up 5 given the much smaller numbers of women in these 
samples, so as to allow a valid comparison with Attenders. 
No ’Background’ information was available for Non- 
Attenders since this was collected only for women 
attending for Screening.
b) Changes in the Initial Proposed
Planning of the project had taken longer than 
anticipated, which meant a comparison between the 2 chosen 
populations within the District, Berwick and Prudhoe, was 
not possible, given that Berwick Screening was now well 
underway.
It was, therefore, decided to pilot the project in 
Berwick, on Attenders only and use Prudhoe as the site for 
the ’Project Actual’. (See Table 2.3)
T a b le  2 . 3 F l o w C h art  o f  t h e  P r o j e c t
Oct - Nov 1990 /-
November
(
January 1991 
Jan - Feb
(
March - June
Identification of Project and local 
negotiations. Literature Search.
Literature review. Research proposal.
Design of interview and selection of 
questionnaires.
Ethical approval.
Negotiations with Unit Staff, Regional 
and Local Breast Screening Committees.
Pilot 1 Berwick (feasibility and 
acceptability).
Modification.
Pilot 2 Prudhoe.
Modification to postal survey.
Interview - Questionnaire format.
Printing of Questionnaires (attenders 
and non-attenders).
Packaging.
Study period.
Questionnaires (N = 480) given out by 
Radiographers postal return.
Non-Attenders identified (N = 189) and 
questionnaires posted.
Data preparation, entry and analysis 
write up.
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c) Pilot Project 1 - Berwick (19/11/90)
1) Overview
The time of the pilot coincided with the end of 
Screening in Berwick, so few women, previous Non-Attenders 
or * Technical Recalls * , were timetabled to attend that 
day.
Of the 43 women that did attend, 10 agreed to 
participate in the project. Most of the women had not 
filled in their Pre-Screening measures and so were asked 
to do so Post-Screening, along with their Post-Screening 
sections.
( ii) Problems Identified
1) Radiographers did not consistently ask women to 
fill in the Pre-Screening section or participate 
mainly due to forgetfulness or because of 
pressures of their job, which was of course a 
priority.
2) Many women were not willing to participate since 
they were anxious about Screening and anxious to
33
get away after it.
3) Many Pre-Screening Questionnaires were not 
filled in prior to Screening, so that measures 
of Expectation vs Experience and Pre and Post- 
Anxiety were not obtained.
4) Many women said the Questionnaire was too long 
and complex, which deterred them from 
participating/fully completing it.
5) More than one interviewer would be needed to 
ensure smooth running of the study, one to greet 
women and make sure they had completed the Pre- 
Screening section and another to carry out the 
Post-Screening interview.
These criticisms were taken on board and used to 
modify the process over the next few weeks, whereby the 
Questionnaire was shortened and the Pre-Screening section 
included only those items that would be affected by the 
Screening process itself.
A second Pilot at Prudhoe was proposed to test out 
the implemented recommendations.
d) Pilot Project 2 - Prudhoe (4/1/91)
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i ) O v e r v ie w
The procedure was similar to the previous pilot, 
whereby number of pre-identified women, (1 in 2-3 women), 
would be asked to participate by Radiographers and fill m  
the Pre-Screening section prior to being Screened and then 
sent across to a nearby room where 2 interviewers, one to 
ensure Pre-Screening completion and the other to interview 
on Post-Screening, would carry out the Post-Screening 
checks and interviews.
Out of 68 Attenders that day, 17 agreed to
participate, none of which came across afterwards to fill 
in the Post-Screening section. Of this 17, 3 filled in
the Pre-Screening section on the Unit, these were 
1 morning ) attenders, and 14 said they would take the
Questionnaire home and return it completed a day or 2 
later, 1 afternoon3 attenders. This was agreed to, as it
seemed women would more readily participate if they could 
complete the Questionnaire in their own time, where after 
the poor response in the morning 'afternoon' women were 
offered the chance to take the Questionnaire away and 
return it completed. (See Recommendations)
ii) Problems Identified
1) Radiographers again found giving out
Questionnaires interrupted their work, such that
they often forgot to ask women to participate or 
neglected to give out the Pre-Screening 
sections.
2) Women wanted to get away straight after 
Screening and were often too anxious to fill in 
Pre and Post Screening Questionnaires, so 
refused to participate.
3) The Questionnaire again appeared to be too long 
and needed reducing.
4) Since Pre and Post Anxiety measures were not 
being completed so as to allow a comparison, 
inclusion of an anxiety scale seemed redundant.
e ) Recommendations Arising from Pilot Project - Project
Actual
i ) Overview of Design
After discussion with Radiographers and women being 
Screened, it was decided the project would be best carried 
out as a postal survey. The Radiographers had previously 
attempted a Screening evaluation survey and had received 
an 80%+ response rate when Questionnaires were sent out 
and returned by post.
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Similarly, women being Screened said they would be 
happy to complete the Questionnaire in their own time and 
return it. It was proposed, therefore, that the project 
be carried out by giving each Attender a Questionnaire to 
take away and return it completed in the Stamped Addressed 
Envelope provided. This would hopefully improve response 
rates and also cut down the amount of work the 
Radiographers had to do in giving the Questionnaires out 
and was less likely to impede the Screening process 
itself. The Questionnaire could be given out as part of 
the standard interview procedure to every woman, so 
reducing selective bias and improving return rates *
ii) Measures
a) Attenders
The Questionnaires (Pre and Post) were shortened ana 
combined into one Questionnaire to be sent out. Measures 
of Anxiety were omitted since the women would not be 
completing the Questionnaire prior to being Screened, so 
it would be redundant♦ The redesigned Questionnaire 
consisted of 45 Questions over 14 Pages (Appendix 5), with 
items on the following subjects : -
1) Consent form and Background information/ 
instructions.
2) Certainty vs Ambivalence of Attendance.
3) Evaluation of invitation letter and leaflet.
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4) Others influential in the decision to attend for 
Breast Screening.
5) Factors influencing decision to attend.
6) Rank ordering of factors influencing attendance.
7) Age and marital status.
8) Husband * s employment - socio-economic status 
(Towns end & Davidson, Black Report 
Classification, 1982).
9) Health beliefs and preventive health behaviour.
10) Health Locus of Control Scale (Wallston et al, 
1976) .
11) Knowledge/beliefs of Breast Screening and Breast 
Cancer.
12) Factors involved in Breast Cancer and Breast 
Screening.
13) Perceived risk of ’others’ and self from Breast 
Cancer.
14) How and what heard about Breast Screening.
15) Knowledge of Test Results.
16) Influence of Practicalities on Attendance.
17) Evaluation of Screening.
18) Expectation vs Experience of Screening and its 
effect on future attendance of self and others.
19) General comments about Breast Screening.
b ) Mon-Attondorc
The Non-Attenders Questionnaire consisted of 31
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Q u e s t i o n s  o v e r  12 p a g e s  (A p p en d ix  6 ) .
The Questionnaire for Non-Attenders in the main was 
the same as that for Attenders (Items 1-16 on Attenders 
Questionnaire were also included in' Non-Attenders 
Questionnaire).
In addition, the Non-Attenders Questionnaire
contained items on :-
1) Future attendance - what might influence these
women to attend.
2) Attitude conveyed to others re Breast Screening.
iii) Procedures
a) Attenders
The redesigned Questionnaire (Appendix 5), combined 
Pre and Post Screening Measures to be given out to 
Attenders at the Breast Screening Unit and sent back m  
the Stamped Addressed Envelope provided. All Attenders, 
presenting at the Unit between the dates 10/1/91 - 14/2/91 
(except 12 and 13 February) were to be given a copy of the 
Questionnaire. (The women Screened on the 12 and 13 
February were from Prudhoe hospital, a hospital for people 
with learning difficulties, who were excluded from the
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sample).
The Attenders Questionnaires were packaged in to 
Stamped Addressed Envelopes ter be returned to the Director 
of Public Health, Dr Helen Watson. An address other than 
that of Psychology was chosen so that women would not be 
put off from returning the Questionnaires should they be 
associated with the possible stigma of using a Psychology 
service,
For each day a box of Questionnaires was made up
(usually between 80-90) so that one could be given out to 
each woman who could potentially attend.
On most days the box of Questionnaires for that day 
was delivered to the Unit where the Radiographers were 
asked to give them out to each woman as they came to 
register for Screening at the Unit. Enough Questionnaires 
for 2-3 days were left on the Unit, should the researcher 
be unable to bring that day's supply, but as the project 
got underway it was found to be more successful if the 
Radiographers were brought a box each day as a reminder 
that the project was continuing and that the box contained 
the correct number of Questionnaires which could be given 
out to potential Attenders.
These Questionnaires were given out somewhat 
sporadically. Despite repeated attempts to encourage them
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to build the giving out of the Questionnaires into the
initial interview process it proved difficult to achieve 
consistency in their issuing of the Questionnaires.
Women to whom they issued Questionnaires were given 
a brief overview of the purpose of the study and asked to 
take the Questionnaire away, complete it and return it in 
the envelope provided. A short postal reminder was sent 
to all Attenders who had failed to return their 
Quesionnaires 6 - 8  weeks after Screening.
b) Non-Attenders
Lists of Non-Attenders were drawn up for the days of 
Screening under study. Non-Attenders were those women who 
did not attend when offered a second Screening 
appointment. These women were sent a slightly amended 
copy of the Questionnaire (see 'Measures' section), with 
a short explanation of the study and a consent form and 
asked to complete it and return it in the Stamped 
Addressed Envelope provided. The return envelope was 
again addressed to Dr Helen Watson, Director of Public 
Health. If Non-Attenders did not return the Questionnaire 
no attempt was made to follow them up in order to avoid 
distress or hostility on the part of women who had already 
received 3 communications about Breast Screening.
iv) Analysis
41
For the purpose of analysis, additional 
historical/background information was used from the 
initial interview carried out by the radiographers on 
attendance.
The additional information extracted from each
attender1s file was : -
1) Location ie area she lived in.
2) Classification of Urban vs Rural location.
3) GP Practice she attended.
4) SES status from husband’s job.
5) History of Breast Disease.
6) Previous experience of Mammograms.
7) Results of Mammograms - Asymptomatic vs 
Symptomatic.
8) Where Mammograms took place - NHS vs Non NHS 
setting.
9) Outcome of Mammograms - Further action vs No
further action.
10) Age at first birth Risk Factors.
11) History of Breast Disease.
12) Breast Self-Examination practice.
13) Training in Breast Self-Examination received.
SES status was extracted from their husband s 
employment, prior to retirement, if stated. The
Classification system used was that from ’The Black Report 
- Inequalities in Health’, by Townsend, P & Davidson, N
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1 9 8 2 ) .  C a t e g o r i e s  1 - 6  (A p p en d ix  7 ) .
The classification of SES according to employment 
also "included categories for ’Retired’, 1 Self-Employed’ 
and ’Unemployed5♦ Classification was carried out by two 
independent researchers with consultation afterwards to 
agree on specific categorisations.
Urban vs Rural classification was carried out using 
population counts (approximately 2,500+ being ’Urban5) and 
the opinions of local planners and people within the given 
areas (See Appendix 8 and Map of Area).
Factors generated as important affectants of 
Attendance were categorised under 9 headings (See Appendix
9).
People known with Breast Cancer or who had been to 
Breast Screening were also categorised under 9 headings 
(See Appendix 10), and Comments as heard from Others about 
Breast Screening were again categorised under 6 headings 
(See Appendix 11).
Comments passed on to others by Attenders after 
Screening were categorised under 5 general headings 
(Appendix 12). Women were also classified according to 
which GP practice they attended (Appendix 13).
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For the purposes of computer analysis the 
Questionnaires were split into sections to enable the data 
to be processed using the SPSSX statistical package. All 
data, was coded and marked onto coding sheets and stored in 
the computer until statistical analysis could be done.
The sections of the Questionnaires were as follows :-
Attenders - 3 Sections - Section 1 - P 1-3
Section 2 - P
COi
Section 3 - P 9-14
Non-Attenders - 4 Sections - Section 1 - p 1-3
Section 2 - p 4—S
Section 3 - p 9-11
Section 4 - p 12
(See Appendix 5 &
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C . RESULTS
1 . COMPARISONS
a ) Attenders vs Non-Attenders
Of the 1290 women invited for Screening, 1101 attended 
(85.3%). Questionnaires were given out to 480 of these women 
(43.6%), 369 were returned signed, which is 82.5% of the total, 
a further 26 were returned unsigned (5.4%).
Of the 189 invited but who did Not Attend all were sent 
Questionnaires, 24 of which were returned signed and
completed/partly completed (12.7%), 51 were returned anonymously 
or blank, where women did not want to participate. Few 
statistical comparisons were possible, given discrepancies in 
numbers, but descriptive analysis was carried out. Comments made 
by Non-Attenders are listed in Appendix 14.
b ) Certain vs Ambivalent Attenders/Non-Attenders
Some statistical comparisons were possible for ’Certain5 vs 
5 Ambivalent5 Attenders/Non-Attenders. Table 3.1 indicates 
frequency rates of women in each group.
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Table 3.1 - Table of ’Ambivalent1 vs ’Certain* 
Attenders/Non-Attenders Identified
N o r — À t "K e'n d e t* s
Certain 342
Ambivalent 34
TOTAL 376
12
11
23
A series of Chi-square tests for Independence could then be 
carried out for groups of Attenders (x^ >3.841 (significant),
1 d.f, p = 0.05} whilst the Non-Attender group was too small.
c ) Anxious vs Not Anxious Women
Out of 374 women, 199 reported being 1 Nervous/Anxious’ about 
being Screened (53.2%), whilst 175 (46.8%) were 'Not Nervous'. 
A series of Chi-square tests for independence were performed.
d ) Urban vs Rural Comparison
Out of 365 women identified, 140 were classified as Urban 
(38.4%), compared to 225 (61.6%) Rural. No statistical
comparisons were made given that this was not the main focus of 
the study and time was limited, descriptive analysis was, 
however, possible.
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The main findings are summarised below for each set of 
comparisons :-
2. COMPARISON OF ATTENDERS AND NON-ATTENDERS
a) Démographie Make-Up
i ) Urban vs Rural and Location
The total number Attenders and Non-Attenders identified by 
location was 365 vs 71, respectively. The Non-Attenders sample 
contained almost equal proportions of Urban and Rural women (35 
vs 36), whilst the Attenders sample contained more Rural women 
(225 vs 140 Urban). At face value it seems that Rural women are 
more likely to attend. Similar amounts of Non-Attenders 35 
(49.3%) came from Urban areas (mainly Prudhoe), as from Rural 
areas, 36 (50.7%).
ii) Age
Non-At tenders tend to be older than Attenders, with a Median 
Age of 59 years compared to 56 years. The N o n —Attenders group 
contained no women under 50 years and over 65 years, unlike 
Attenders, which may have skewed the data.
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iii) Socio-Economic Status
Both Attenders and Non-Attenders had high proportions of SES 
H I M  - Skilled Manual (93 out of 347 Attenders vs 8 out of 21 
Non—Attenders)* ■ Both groups also contained high proportions of 
SES I and II, Professionals and Intermediate Classes, (43% 
Attenders vs 38.1% Non-Attenders).
iv) Marital Status
The majority of Attenders and Non-Attenders were married, 
(86.6% vs 87.7%). Both groups contained 1 Single * women, 2.4% 
Attenders vs 4.1% Non-Attenders, whilst the Attenders group had 
9 Separated/Divorced women compared to only one in the Non- 
Attender s sample. Thirty Attenders out of 3 72 (8.1%) reported 
being ’Widowed1 compared to 5 out of 73 Non-At tenders (6.8%). 
Two Attenders 1 Lived with a Partner’.
v ) GP Practice
GP Practices 2 and 3 contained the largest number of 
Invitees and, therefore, had the largest proportions of Attenders 
and Non-Attenders. Slightly more Attenders came from GP Practice 
3,174 out of 365 (48.2%), whereas slightly more Non-Attenders out 
of the total sample came from GP Practice 2, 24 out of 71
(47.9%).
b) Factors Influencing Attendance
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i ) Reaction to Invitation and Leaflet
More Attendons than Non-Attenders reported being ’Pleased* 
at receiving an. .invitation to attend for Screening (72.3% vs 
26.9%), whilst a greater proportion of Non-Attenders reported 
being ’ Not Bothered’ (16% Attenders vs 31% Non-Attenders).
Similar proportions of both groups reported being ’Anxious’ 
(14.4% Attenders vs 15.4% Non-Attenders), about being asked to 
attend.
The majority of both groups read the leaflet accompanying 
the invitation and said it was ’ Informative ’ . More Non-Attenders 
reported ’Being Unable to Remember its Contents’ than Attenders 
(25% Non-Attenders vs 3.7% Attenders).
ii) Who Influenced Women to Attend?
Both Attenders and Non-Attenders rated ’Self’ as the most 
influential person in their decision to Attend/Not Attend (92.5% 
vs 7 7.8%). Non-Attenders, unlike Attenders, did not on the whole 
stipulate any specific ’Others’ as being important.
iii) Factors Important in the Decision to Attend
Attenders and Non-Attenders rated the ’Importance of Breast 
Screening’ as highly influential in deciding to Attend (87.7% 
Attenders vs 76% Non-Attenders). (See Tables 3.2 and 3.3). Non- 
Attenders tended to rate Practical factors, such as ’No Time to
Table 3.2 Factors Influential  in the Decision to Attend - Ranked in Order
of Importance - Attenders.
l
l FACTOR
m
% OF TOTAL 
RESPONSE TO 
ITEM
TOTAL W  Of 
RESPONSES
for m u
: i Breast s c reen ing - is  
important
3%) 87.7 365 '
2 Know someone with 
breas t  cancer
141 43.5 324
: 3 Fear of r e s u l t 110 30.8 357
! 4 Noticed changes in
b r e a s t /b r e a s t
problems
74 25.8 287
i 5 Others wanted you 
to come
40 13.0 307
6 No time to a t tend 30 9.3 322
i 7 Uncertainty as to 
what screening 
involves
28 8.0 349
! a Embarrassment 21 5.85 359
9 Worried about what 
to expect
20 5.8 344
10 Inconvenient 
appointment time
19 5.65 336
: l l Distance to t rave l 19 5.54 343
12 Fear of t e s t 18 5.2 346
Table 3.3 Factors Influential  in the Decision to Attend - Ranked in Order
of Importance - Non-Attenders.
l
l FACTOR FREQUENCY
OF 'VERY
IMPORTANT*
RATING
°o OF TOTAL 
! RESPONSE TO 
ITEM
TOTAL No OF 
RESPONSES 
FOR ITEM
1 n . .
1 or e a s u screen m y  i b  
important
i i 4 4 £3
2 Inconvenient 
appointment time
11 42.3 26
: 3 No time to come 10 40 25
4 Fear of r e s u l t 7 26.9 26
i 5 Distance to t ravel 6 24 25
6 Noticed changes in
b r e a s t /b r e a s t
problems
4 21 19
7 Uncertainty as to 
what screening 
involves
5 20 25
8 Worried about what 
to expect
4 18.2 22
: 9 Embarrassment 4 16 25
: 10 Know someone with 
b reas t  cancer
3 13.6 22
1 1Î Fear of t e s t 3 12.5 24
: 12 Others wanted you 
to come
2 9.1 22
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Come5 (72%) or 5 Inconvenient Appointment Time5 (61.5%) as higher 
on their list of Important factors, which were rated as less 
important by Attenders, 9/3% and 5.65% respectively.
Both groups rated 5 Fear of the Test5 as one of the least 
important factors.
When asked to rank order their 3-4 5Most1 Important factors, 
Attenders rated 5 Reassurance5 and 5 Early Diagnosis 5 and 5 Fear5 
as the most important (23%) (Tables 3.4 and 3.5), whilst Non- 
Attenders rated 5 Practicalities5 as the most important (36 .4%)
(Table 3.6 and 3.7).
C) Health Beliefs and Behaviours
i ) General Health and Practice of Preventive Health Behaviours
The majority of Attenders and Non-Attenders rated their 
health as being 5 Very Good ^ or 5 Good1 (85% vs 81.5% for Attenders 
and Non-Attenders respectively).
The most common Preventive Health Behaviour carried out by 
both groups was 5Eye Check5 (87.2% vs 75% Attenders vs Non- 
Attenders). Fewer Non-Attenders had had a cervical smear in the 
last 3 years (70.2% Attenders vs 42.9% Non-Attenders). Low 
proportions in both groups had had a chest X-Ray (46.1% Attenders 
vs 39.3% Non-Attenders).
Table 3.4 Factors  Rated as Important in Affect ing the Decision to 
Attend - Self generated - Attenders.
FACTOR 1 0 0 2 0 5 # 4 5 : 6 8 ; 9
Most important 77 11 70 14 12 24 64 48 14
2nd most important 40 31 18 23 28 15 26 20 6
3rd most important 32 10 3 16 25 22 17 15 9
Extra category 2 1 0 0 2 0 1 1 2
KEY: 1 Reassurance
2 Treatment
3 Early detect ion
4 Ease of a v a i l a b i l i t y
5 P r a c t i c a l i t i e s
6 Cares about heal th
7 Fear
8 Prevention
9 Others/Risk
LD
n
<D
jQ<al—
i E 33
4
T
re
at
m
en
t
(2
)
3.
3
m P
ra
ct
ic
al
it
ie
s 
(5
)
CXJ 3.
6
! O
th
er
s/
 
ri
sk
 
(9
)
«3- 4.
2
: < 6 Ea
se
/
av
ai
la
b
il
it
y
(4
)
«3" 4.
2
‘ m Ca
re
s 
ab
ou
t 
he
al
th
 
(6
)
24
V
L
-*r P
re
ve
nt
io
n
(8
)
48 14
.4
; m Fe
ar
 
(7
)
64 19
.2
tSJ E
ar
ly
di
ag
no
si
s
(3
)
O 21
: R
ea
ss
ur
an
ce
(1
)
23
1
I I I
1
&
Table 3.6 Rank Order of  Factors Influencing Attendance - S e l f -  
Generated - Non-Attenders.
FACTOR 1 0 0 0 0 # 0 M m # 0 : Ho
: Most important 2 0 i 0 4 1 0 2 1 11
2nd most important 1 0 0 0 2 0 0 0 0 5
3rd most important 0 0 0 0 0 0 0 0 0 0
Extra category 0 0 0 0 0 0 0 0 0 0
KEY: 1 Reassurance
2 Treatment
3 Early de tec t ion
4 Ease of a v a i l a b i l i t y
5 P r a c t i c a l i t i e s
6 Cares about heal th
7 Fear
8 Prevention
9 Others/Risk
No Number of women responding
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Both groups indicated-the most common response to finding 
a Breast Lump would be to visit their GP (93.8% vs 85.7% 
Attenders vs Non-Attenders).
ii ) Health Locus of Control
Approximately the same proportion of Attenders and Non- 
Attenders had an ’Internal1 Locus of Control, (83.2% Attenders 
vs 82.1% Non-Attenders), as they did for ’External’ Locus of 
Control (See Table 3.8).
Table 3.8 - Frequency of ’Internal’ vs ’External/—
T.ocus of Control Amongst Attenders and Non-Attenders
Locus of 
Control
Attenders Non-Attenders
Internal 308 (83.2%) 23 (82.1%) 331
External 62 (16.8%) 5 (17.9%) 67
Total 
|i---------------- -
370 28
------------------- -- -
A Chi-square test for independence between the two groups was not 
significant (x^  = 0.02).
iii) Beliefs About Breast Screening.
Both groups understood the point of Breast Screening, to 
catch cancers at an early stage (98.4% Attenders vs 96.5% Non-
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Attenders).
A slightly greater proportion of Attenders believed, cancer 
would always be detected by the test (53.6% Attenders vs 39.3% 
Non-Attenders), whilst a similar proportion believed it would 
* Usually* be found (43.7% Attenders vs 42.9% Non-Attenders) .
More Attenders also believed that Breast Self-Examination 
may help detect cancers (93.2% Attenders vs 86.2% Non-Attenders) 
and both groups believed ’Early Treatment5 could be effective 
(93,5% Attenders vs 86,2% Non-Attenders). However, neither group 
were certain about the 1 in 12 incidence rate of Breast Cancer, 
with only 28.9% Attenders and 25% Non-Attenders agreeing with 
this statement.
Non-Attenders were more likely to fear the X-Ray taken would 
be harmful (1.9% Attenders vs 17.2% Non-Attenders Agreed).
iv) Beliefs About Cancer
'History of Familial Breast Cancer’ was rated as one of the 
most important factors causing Breast Cancer (78.7% Attenders vs 
48,3% Non-Attenders). 'Taking the Pill' was also rated highly 
by Non-Attenders (48,3%) and Attenders (44.4%) as was 'Knock/Blow 
to the Breast’ (60.1% Attenders vs 62.1% Non-Attenders ) .
Attenders rated Smoking (50.5%) and Nuclear Waste (47.8%) highly 
also,
5 2
Both groups rated * Early Start/Late Finish of Periods’ as 
being only mildly important and ’Breast Feeding’ was rated as 
very insignificant (3.2% Attenders vs 3.4% Non-Attenders) in 
causing cancer, but Attenders believed ’Having Children’ to be 
more possibly a risk factor than Non-Attenders (7% vs 3.4% 
respectively) (Tables 3.9 and 3.10).
v ) Perceived Risk of Breast Cancer
Attenders and Non-Attenders rated the ’Average’ woman’s risk 
of Breast Cancer as being greater than their own, 87.5% Attenders 
and 65.5% Non-Attenders for ’Average’ woman vs 56% Attenders vs 
51.7% Non-Attenders for ’Self’ respectively (Tables 3.11 and 
3.12) .
A much higher proportion of Attenders reported they would 
have thought of Self-referring for Screening had they not been 
invited (51.3% Attenders vs 17.9% Non-Attenders).
v i ) Experiences of Breast Cancer
A total of 85% Attenders and 72.4% Non-Attenders had known 
someone with Breast Cancer, the most frequently stated response 
being a ’Friend’ (71.8% Attenders vs 81% Non-Attenders of those 
that responded), most specifying these friends by name. Only a 
few in both samples specified a family member or relative who had 
had Breast Cancer (14% Attenders vs 20% Non-Attenders).
Table 3.9 Frequency of Factors being 'Very Likely/'Likely' to cause Cancer
- Attenders.
RANK
ORDER
FACTOR 'VERY
LIKELY*
'LIKELY' TOTAL % OF 
TOTAL
: i History of b reast  cancer 
in family
63 124 292 78.7
2 Knock/blow to  b reas t 64 159 223 60.1
3 Smoking 63 124 187 50.5
4 Nuclear waste 57 117 174 47.8
5 Having had other b re a s t  
d iseases
42 126 168 45.3
! 6 Taking the  p i l l 37 127 164 44.4
; 7 Being over 50 years old 25 134 159 43.0
: B S tress 36 117 153 41.3
9 Food add it ives 22 82 104 28.4
10 F e r t i 1ize rs 17 52 69 18.8
; 11 Promiscuity 21 36 57 15.7
1 12 Having had children 4 22 26 7.0
: 13 Early s t a r t  of periods 4 14 18 4.9
: 14 Being over 30 years old 
a t  f i r s t  b i r th
4 13 17 4.6
! IE Finish ing  periods l a te 4 9 13 3.7
: 16 Having b reas t  fed your 
ch ild ren
5 7 12 3.2
Table 3.10 Frequency of Factors 'Very l i k e l y 1/ 'L i k e l v 1 Causes of 
Cancer - Non Attenders.
RANKm m
FACTOR 'VERY 1 
LIKELY4
1 LIKELY1 TOTAL 1 % OF 
TOTAL
\ i Knock/blow to 
b reas t
5 13 18 62.1
2 H istory of b reast  
cancer in family
8 6 14 48.3
2 Taking the p i l l 8 6 14 48.3
4 Smoking 7 6 13 44.8
: 5 Having had o ther 
b reas t  d iseases
4 8 12 41.4
6 S tress 7 4 11 37.9
7 Food add it iv es 5 5 10 34.5
7 Being over 50 
years old
2 8 10 34.5
9 Nuclear waste 5 2 7 24.1
9 F e r t i l i z e r s 3 4 7 24.1
11 Promiscuity 1 2 3 10.7
12 F inishing periods 
la te
2 0 2 6.9
12 Being over 30 
years a t  the time 
of f i r s t  b i r th
1 1 2 6.9
13 Early s t a r t  of 
periods
1 0 1 3.4
: 13 Having b reas t  fed 
your ch ild ren
0 1 1 3.4
13 Having had 
ch ildren
0 1 1 3.4
Table 3.11 Comparison of Perceived Risk of Breast Cancer fo r  the
'Average' Woman and fo r  'S e l f '  - A ttenders.
RISK . ’AVERAGE* WOMEN’S RISK 
FREQUENCY (% OF TOTAL)
; ’SELF’ RISK FREQUENCY 
: '(% OF TOTAL)
; V ery /considerab le /
j some r i s k
315 (87.5%) 206 (56%)
STight/fio r i s k 51 (22.5%) 162 (44%)
Table 3.12 Comparison of Perceived Risk of Breast Cancer fo r  the
'Average' Woman and fo r  'S e l f '  - Non-Attenders.
RISK ’AVERAGE’ WOMEN’S RISK 
FREQUENCY (% OF TOTAL)
‘SELF’ RISK FREQUENCY 
(% OF TOTAL)
. V ery/considerable / 
some r i s k
19 (65.5) 15 (51.7)
! S ligh t/no  r i s k 10 (35.5) 14 (48.3)
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d ) Breast Screening Knowledge and Beliefs
i ) How Heard About It
A higher proportion of Attenders (92*1%) than Non-Attenders 
(77.7%) reported they had heard of Screening prior to being 
invited. Both groups had ’Read About It’ (45.5% Attenders vs 
51.8% Non-Attenders ) . More Attenders had 5 Seen the Unit ’ in the 
area (32.8% vs 25.9%) and a larger number of Attenders (27.4% vs 
18.5%) reported having been told about it by their GP (Appendix 
15 - Lists Other Ways Women reported hearing about Breast
Screening).
ii) Know Someone who has had Breast Screening
Over two thirds, 69.8%, of Attenders and 64% Non-Attenders 
had known someone who had been to Breast Screening, mainly 
’Friends’.
Approximately half of each group stated they had heard 
’Negative’ things about Screening, 110 out of 217 Attenders and 
5 out of 10 Non-Attenders.
’Anxiety’ of others about Screening, had been reported by 
56.3% Attenders and 80% of Non-Attenders, whilst 77.7% of Non- 
Attenders and 30% of Attenders had heard it was ’Embarrassing’. 
Both had heard it would be ’Uncomfortable’ 84.7% Attenders vs 60% 
Non-Attenders and a further 44.9% of Attenders vs 60% Non-
5 4
Attenders had heard it would be 1 Painful1.
A total of 93.1% Attenders vs 65.4% Non-Attenders believed 
their Friends would attend for Screening, whilst 97.3% Attenders 
compared to 57.7% Non-Attenders said their daughters 'would' 
attend and 98.7% Attenders and 52% Non-Attenders felt their 
daughters 'should' attend.
iii) Knowledge About Results
Most women appreciated 'Recall' meant 'Further tests were 
Needed' (87.6% Attenders vs 71.4% Non-Attenders) or that 
'Technical Problems' had occurred ( 5 9 . 6 %  Attenders vs 56.6% Non- 
Attenders).
Slightly more Non-Attenders than Attenders worried that 
'Recall' meant cancer had been found (12.2% Attenders vs 21.4% 
Non-Attenders).
The majority of women expected to wait 2 weeks for their 
results (63% Attenders vs 46.4% Non-Attenders), but a greater 
number of Non-Attenders (9.5% Attenders vs 35.7% Non-Attenders) 
expected results to arrive within a week.
iv) Practicalities
More Non-Attenders rated 'Practical Difficulties as being 
Important in Influencing the decision to attend (77.8% Attenders
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vs 88% Non-Attenders).
v ) Future Screening Behaviour
Attenders were more likely to say they would re-attend if 
invited in 3 years time (96.5% Attenders vs 44% Non-Attenders) 
and were also more likely to encourage Friends to attend (99.5% 
Attenders vs 66.6% Non-Attenders).
3. AMBIVALENCE VS CERTAINTY OF ATTENDANCE
The second main focus of the study was to differentiate 
1 Certain5 from ’Ambivalent’ Attenders and Non-Attenders.
The total number of ’Certain’ or ’Ambivalent’ women that 
answered each item varied.
a) Attendance vs Non-Attendance
Out of 376 Attenders, 342 were classified as ’Certain’ and 
34 ’Ambivalent’, and 12 out of 23 ’Non-Attenders’ were ’Certain’
Non-Attenders. A Chi-squared test performed revealed the 
difference to be significant (x2 = 32.58) between Attenders and 
Non-Attenders for ’Certainty’ vs ’Ambivalence’ ie those making 
up their mind to Attend were likely to do so, those less certain 
were less likely to attend (Table 3.13).
5 6
T a b l e  3 «13 -  C h i - s q u a r e  T e s t  f o r  C e r t a i n  v s  Am b i v a l e n t  A t t e n d e r s
v s  N o n - A t t e n d e r s
Certain Ambivalent
Non-Attenders 12 11 23
Attenders 342 34 376
354 45
__________ —----
= 32.58
1) ATTENDEES - }CERTAIN * VS }AMBIVALENT} 
a) Socio Demographic Make-Up
i ) Urban vs Rural
Only 349 out of 365 Urban and Rural Attenders specified
whether or not they were ’Certain1 or ’Ambivalent1 Attenders.
Of the 225 Rural women 203 were Rural ’Certain1 Attenders (92.3%)
and 17 were Rural ’Ambivalent’ Attenders (7.7%) compared to 116
out of 140 ’ Urban’ Certain Attenders (89.9%) and 13 Urban
’Ambivalent* Attenders (10.1%). No significant difference for
2
’Certainty’ vs ’Ambivalence’ in Urban/Rural Attendance (x - 
0.57) was found.
i i ) A ge
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Attenders were categorised into two groups for age (High =
> 5 5  years, Low < 55 years ) and compared on 3 Certainty5 and
3Ambivalences of Attendance. A total of 198 were classified as
'High3 Age of which 176(88;9%1 were 'Certain3 Attenders and 174
were classified in the 3 Low-5 Age grouping, with 163 {93.7%) being
3Certain3 Attenders. No significant difference was found between
2
High and Low Aged women on 3 Certainty3 and 3 Ambivalence3 (x = 
2 . 6 3 ) .
iii) Socio-Economic Status
Attenders were classified into High and Low SES groupings 
(I and II = High, > II = Low). Of the 347 women completing this 
item 149 could be classified in to the 'High3 SES grouping of 
which 137 (91.9%) were 3 Certain3 Attenders. In the 3 Low3 SES
grouping a total of 198 women were identified, 179 (90.4%) were 
3 Certain3 Attenders. No significant difference was found between 
'High5 and 3 Low3 Socio-Economic Status in 3 Certainty3 vs 
3 Ambivalence3 of Attendance (x = 0.25).
iv) Marital Status
In total 339 3 Certain3 Attenders specified their marital
status, compared to 33 3 Ambivalent3 women, 292 (86.1%) Certain 
Attenders were married, compared to 30 out of 33 (90.9%) married 
3 Ambivalent3 Attenders. There was a greater proportion of 
'Certain3 (8.3%) than 3 Ambivalent3 (6.1%) Attenders who were
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widowed, whilst a similar amount of ’Certain’ (2.4%) and 
’Ambivalent’ (3.0%) were ’Single’.
b ) Previous Experience of Breast Screening and Self-Examination
i ) Previous Breast Disease and Mammograms
Of the 44 women who had had a previous history of Breast 
Disease, 42 (95,5%) were ’Certain’ Attenders. Of the 305 women 
who had no previous history of Breast Disease, 277 (90.8%) were 
’Certain’ Attenders. A Chi-square test revealed no significant 
difference between ’ Certain’ and ’ Ambivalent ’ Attenders according 
to their History of Breast Disease (x = 1.05).
Of a total of 349 women, 25 had previously had a Mammogram,
all of whom were ’ Certain’ Attenders. Of the other 324, who had
never had a Mammogram, 294 (90.7%) were ’Certain’ Attenders.
Numbers were too small to perform a Chi-square test (See Table 
3.14).
Ü  ) Breast Self-Examination and Training.
Out of the 315 women classified as ’Certain’ Attenders, 186 
(59%) performed Breast Self-Examination regularly whilst 13 out 
of 17 (76.5%) of ’Ambivalent’ Attenders practised Breast Self- 
Examination. No difference was found between ’Certain’ and 
’Ambivalent’ Attenders on practice of Breast Self-Examination 
techniques (x^  = 2.77).
Table 3.14 Table of Frequencies of Previous Mammogram Taken. Outcome,
Location and Further Action Taken fo r  'C e r ta in 1 vs 
'Ambivalent1 Attenders,
CERTAIN AMBIVALENT
Previous mammogram yes 25 0
no 294 30
Outcome p o s it iv e 14 0
negative 9 0
Location NHS 14 ' 0
Non NHS 11 0
F urther  ac tion  taken yes 5 0
no 20 0
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No difference was found between 1 Certain’ and ’Ambivalent’ 
Attenders in the Training in Breast Self-Examination they had 
received (x^  = 2.90). There was a correlation (p = 0.016)
between ’Certainty’ of Attendance and Breast Self-Examination and
'Certainty'" and Training m  jbre&tiu Self-Examinâtion (p - 0.015) 
ie those who had completed-one item were more likely to complete 
the other.
c ) . Factors Influencing Attendance
i ) Reaction to Invitation and Leaflet
A greater proportion of ’Certain’ Attenders, 266 out of 342 
(77.8%) than ’Ambivalent’ Attenders, 6 out of 34 (17.6%) were
’Pleased1 at receiving their invitation to attend. This
difference was significant, where ’Certain’ Attenders were more
2
likely to be ’Pleased’ than ’Ambivalent’ ones (x =55.88).
The difference between ’Certain’ and ’Ambivalent’ Attenders 
on ’Surprise’ was also significant (x^  = 10.00), where ’Certain' 
Attenders were less likely to be surprised.
A difference was also found between Certain and 
’Ambivalent’ Attenders on how ’Anxious’ the invitation made them, 
where 35 out of 342 (10.2%) of ’Certain’ Attenders reported being 
’ Anxious ’ compared to 19 out of 34 (55.9%) of Ambivalent
Attenders (x^  = 52.40).
60
There were no significant differences found between the two 
groups in their reaction to the leaflet. Of those that did read 
it 55.9% 'Ambivalent* vs 68.4% 'Certain* women said it was
* Informative 5 .
ii ) Who Influenced Women to Attend?
'Certain* Attenders were more likely to state ’Self * as the 
most important person influencing their decision to attend (96.5% 
’Certain’ vs 52.9% ’Ambivalent’). ’Ambivalent’ women were more 
likely to be influenced by their ’Husband/Partner’ (18.7% Certain 
vs 29.4% Ambivalent), or Friends (8.7% Certain vs 26.5% 
Ambivalent). Non of the ’Ambivalent’ group were influenced by 
their G P , compared to 6.4% of Certain Attenders.
iii) Factors Important in the Decision to Attend
The factors rated as important in the decision to attend 
were, Embarrassment (x% = 7.53), 'Uncertainty of What the Test 
Involved* (x2 = 4.19), 'Fear of the Result* (x2 = 3.95), 'Fear of 
Test* ( x2 = 5.47), 'Worry about What to Expect* (x =9.36) and 
’Others Wanted You to Come* (x2 = 10.78). For each of these
factors 'Ambivalent* Attenders were more likely to rate them as 
important in the decision to attend (See Table 3.15).
When asked to rate the ’Most* important 3-4 factors 
r*Certain* Attenders rated 'Reassurance* and 'Early Diagnosis’ as 
the most important. 'Ambivalent* Attenders rated 'Fear* and
Table 3.15 Table of S ig n if ic a n t  CHI2 (X2) Tests fo r  Fac to rs  A ffec t in g 
Attendance - 'Ambivalent' vs 'C e r ta in 1 Attenders 
(% of Importance = Certain vs Ambivalent).
a. Embarrassment.
CERTAIN AMBIVALENT
IMPORTANT 62 13
NOT
IMPORTANT
264 20
TOTALS 326 33
X2 = 7 . 5 3  % of importance = 19% vs 39.4%
(
b. U ncertainty.
CERTAIN AMBIVALENT
IMPORTANT 161 21
NOT
IMPORTANT
158 9
TOTALS 319 30
X2 = 4.19 % of importance = 50.5% vs 70%
c. Fear of r e s u l t .
(
AMBIVALENT
IMPORTANT 231 28
NOT
IMPORTANT
94 4
TOTALS 325 32
X2 = 3.95 % of importance = 71.1% vs 87.5%
Table 3.15 (Continued)
d. Fear of Test.
AMBIVALENT
IMPORTANT 86 13
NOT
IMPORTANT
233 14
TOTALS 319 27
X2 = 5.47 % of importance = 27%
e. Worried.
CERTAIN AMBIVALENT
IMPORTANT 135 21
NOT
IMPORTANT
180 8
TOTALS 315 29
X2 = 9.36 % of importance = 42.9%
f . Others wanted you to  come.
CERTAIN AMBIVALENT
IMPORTANT 97 18
NOT
IMPORTANT
183 9
TOTALS 280 27
vs 48.1%
vs 72.4%
X2 = 10.78 % of importance = 34.6% vs 66.7%
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’Prevention* as the most important and were less likely to rate 
’Early Diagnosis’ highly. ’Practicalities’ was rated amongst the
least important by ’Certain’ Attenders but not by ’Ambivalent 
women, as was ’Treatment1, which were, also rated poorly by 
’Ambivalent ’ women (See Table 3-. 16),.
d ) Health Beliefs and Behaviours
i ) General Health and Practice of Preventive Health Behaviours
A greater proportion of 5 Certain’ Attenders reported their 
Health as being ’Good/Very Good’ (86.5% Certain vs 70.6% 
Ambivalent).
In their practice of Preventive Health Behaviours ’Certain 
and ’Ambivalent’ Attenders differed only in their attendance to 
Dental Check-Ups (x* = 4.40).
More ’ Certain ’ Attenders, 223 out of 339 (95.3%) than
’Ambivalent’ Attenders, 26 out of 33 (78.8%) would go to their
GP if a lump was found in their breast.
ii) Health Locus of Control
Two hundred and eighty two out of 336 ’Certain’ Attenders
(83.9%) had and ’Internal’ Locus of Control compared to 26 out
of 34 (76.5%) of ’Ambivalent’ Attenders. This difference was
2not, however, significant (x = 1.23).
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i i i ) B e l i e f s  A b o u t  S c r e e n i n g
Both 'Certain* Attenders (98.8%) and 'Ambivalent' Attenders 
(93.9%) understood the purpose of Screening ie to detect cancers 
and similar proportions (97.3%~ * Certain' vs 96.7% 'Ambivalent * ) 
believed the test would Always/Usually detect any problems.
No differences were found between the two groups in their 
Beliefs About Breast Screening, except that 'Certain* Attenders 
had a better knowledge of Breast Cancer incidence (30% vs 17.6%) 
and the Effectiveness of Breast Cancer Screening (94.0% vs
88.2%). Differences between 'Certain* and 'Ambivalent' Attenders
2 2 on these two items were not significant, (x = 2.31) and (x =
1.72) respectively.
iv) Beliefs About Cancer
No differences were found between ’Ambivalent' and 'Certain' 
Attenders in their Beliefs about factors Causing Cancer (See 
Table 3.17).
v) Perceived Risk of Breast Cancer
Similar proportions of 'Certain' and ’Ambivalent' women 
rated the 'Average' woman at 'Some - Great1 Risk of developing 
Breast Cancer (85.3% vs 93.75%) and also for 'Self' risk (55.7% 
vs 58.8%).
Table 3.17 CHI2 - Square Test fo r  Independence between 'C e r ta in 1 and 
'Ambivalent1 Attenders fo r  Factors Causing Cancer.
FACTOR ; r « i  2 VALUE
I Smoking 0.09
■ 2 Taking the p i l l 2.94
: 3 S ta rted  periods e a r ly numbers too small
4 Fin ish ing  periods la te numbers too small
5 H istory of fa m il ia l  b reas t  cancer 0.63
: 6 Having b re a s t  fed your ch ildren numbers too small
: 7 Knock/blow to  b reas t 0.19
8 Promiscuity 0.02
9 Nuclear waste 0.40
10 Food ad d it iv es 0.11
11 S tress 1.54
12 F e r t i 1ize rs 0.65
: 13 Being over 50 years old 0.65
14 Having had children numbers too small
15 Being over 30 years a t  f i r s t  b i r th numbers too small
16 Having had o ther b reas t  d iseases 0.51
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No difference between the 2 groups was found for 1 Average’ 
women (x2 = 1,73) and for 'Self' (x2 = 0.12) ratings, although 
slightly more 'Ambivalent' women see 'Self and 'Others' at risk 
of developing Breast Cancer but are more likely to rate 'Self 
as less at risk respective to 'Others' compared with 'Certain' 
Attenders,
All of the 191 women who would have thought of Self- 
referring for Screening if they had not been asked were 'Certain' 
Attenders.
v i ) Experiences of Breast Cancer
Out of 334 'Certain' Attenders, 287 (85.9%) had known
someone with Breast Cancer and 25 out of 33 (75.8%) of
'Ambivalent' women had. The difference between these groups was 
not significant (x2 = 2.44).
Significant differences were found between the proportion 
of specified 'Others' they had known with Breast Cancer, (66.7% 
'Ambivalent' vs 2 7.2% 'Certain') (x2 = 16.15). Ambivalent women 
were more likely to specify 'Others' as the person they had known 
with Breast Cancer, rather than 'Friends’ or 'Family'.
e ) Breast Screening Knowledge and Beliefs
i) How Heard About It
6 4
More ’Certain’ women (8.3%) than ’Ambivalent’ (3.0%) had not 
heard about Screening previously, numbers were too small to test 
signficance, and more had heard about it via the ’Newspaper" 
(47.3% 'Certain' vs 27.3% ’Ambivalent’). Slightly more 
’Ambivalent’ women had seen the Screening Unit in the area (36.4% 
’Ambivalent’ vs 32.4% 'Certain') which was not significantly 
different (x2 =0.21), whereas more ’Certain’ Attenders had heard 
about Screening from their GP (28.6% ’Certain’ vs 15. I/o 
’Ambivalent’), this was also not significant (x = 2.72).
ii ) Know Someone Who Has Had Breast Screening
Similar numbers in both groups had known someone who had
2
been for Screening (70.1% ’Certain’ vs 66.7% ’Ambivalent’) (x = 
0.16). Again approximately the same amounts had heard ’Negative’ 
comments about Screening (49.2% ’Certain’ vs 50% ’Ambivalent ) 
(x2 = 0.004), out of which 39% ’Certain’ vs 22.2% ’Ambivalent' 
had heard it was ’Embarrassing’, 87.5% ’Certain’ vs 94.1% 
’Ambivalent’ heard it was ’Uncomfortable’ and 50% ’Certain’ vs 
54.5% ’Ambivalent’ heard it was 'Painful’, and 63.1% ’Certain 
vs 50% ’Ambivalent’ heard it made others ’Anxious’. None of 
these differences were significant.
Despite these ’Negative’ views 22 out of 33 ’Ambivalent’ 
(66.7%) and 291 out of 330 (88.2%) ’Certain’ women believed their 
friends would attend, whilst 54.5% ’Ambivalent’ vs 44.9% 
’Certain’ felt their daughters ’would’ go and 64.4% ’Ambivalent’
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vs 47.8% 1 Certain1 felt they ’should1 go.
iii) Knowledge of Results
More ’ Certain5 Attenders had a more accurate view of the 
length of wait for results ie 2 weeks (65.3% 1 Certain’ vs 39.4% 
’Ambivalent1). Over twice as many 1 Certain’ Attenders believed 
’Recall’ meant cancer had been found (12.8% vs 6,1%).
iv) Practicalities
Both groups, 258 out of 329 (71.9%) ’Certain’ and 22 out of
31 (71%) ’Ambivalent1 rated ’Practical Difficulties’ as being
’Quite - Very’ Important in affecting attendance.
f ) Evaluation of Screening
Out of 340 ’Certain’ Attenders 169 (49.7%) said they were
A Little - Very Nervous about being Screened, compared to 30 out
of 40 (88.2%) ’Ambivalent’ women.
’Ambivalent’ women were more likely to be ’Embarrassed’ 
(41.2%) than ’Certain’ Attenders (24.5%) and more likely to rate 
it as ’Uncomfortable’ (85.2% ’Certain’ vs 94.1% ’Ambivalent’).
Both groups rated it as equally ’Painful’ (45.4%). ’Certain’
women were more likely to rate the Experience as the ’ Same or Not 
as Bad as Expected’ than ’ Ambivalent ’ ones (53% ’ Certain’ vs
45.4% ’Ambivalent’).
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g ) F u t u r e  S c r e e n i n g  B e h a v i o u r
A greater proportion of 5 Certain} Attenders said they will 
come back if invited in 3 years time, 331 out of 336 (98.5%)
5 Certain * vs 25 out of 33 (78.1%) 'Ambivalent1. One hundred 
Percent of 5 Certain3 Attenders compared to 94.1% of ’Ambivalent’ 
said they would encourage their Friends to attend.
2) NON-ATTENDERS - 1 CERTAIN * VS 1AMBIVALENT1
Few statistical tests were carried out on Non-Attenders, 
’Certain5 vs ’Ambivalent’, given the small numbers in each group, 
where numbers differ on each question answered, a brief summary 
will be given:-
a) Socio-demographic Make-Up
Out of 12 1 Certain’ Non-Attenders that could be identified 
by Locality, 6 came from ’Urban’ areas. Of the 9 ’Ambivalent’
Non-Attenders 4 came from ’Urban5 areas.
The Median Age of ’Certain’ Non-Attenders was 55 years and 
for 5Ambivalent’ Non-Attenders 56 years.
Out of 9 ’Certain’ women 5 were of SES groupings I and II, 
2 were from SES H I M  and 2 were Retired. Of the 7 ’Ambivalent5 
Non-Attenders, one was SES II, 4 were from SES H I M  and 2 were 
Retired.
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Slightly more ’Ambivalent3 Non-Attenders 11 out of 11 were 
married-than ’Certain’ Non-Attenders, 9 out of 12, the 3 other 
women were ’widowed’.
b ) Reaction to Invitation and Leaflet and Decision to Not
Attend
’Certain’ Non-Attenders were slightly more likely to be 
’Upset’ on receipt of their invitation to attend, two in nine 
’Certain’ vs none in ten ’Ambivalent’. ’Ambivalent’ Non- 
Attenders were more likely to be ’Not Bothered (6 out of 10) vs 
2 out of 9 ’Certain’ or ’Anxious’ (2 out of 10) vs 1 out of 9 
’Certain’.
Both groups were as likely to read the leaflet accompanying 
the invitation, but ’Certain’ Non-Attenders were more likely to 
think it was ’Informative’ (6 out of 11 vs 2 out of 11).
Both groups reported ’Self’ as the main influential figure 
in the decision to attend for Screening (10 out of 12 ’Certain’ 
vs 10 out of 11 ’Ambivalent’).
c ) Factors Influencing Non-Attendance
Table 3.18 illustrates the frequency of factors thought to 
be important in the decision to Attend/Not Attend for ’Certain’ 
and ’Ambivalent’ Non-Attenders. ’Ambivalent’ Non-Attenders are 
more likely to rate ’the Importance of Breast Screening’ as
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important (80.0% vs 54. 5% * Certain *) ? and Lack of Time ( 77.7% 
vs 66.6%) or 5 Embarrassments (87.5% vs 40.0%), these differences 
are, of course, marginal. 'Certain* Non-Attenders rated
practical factors such as * No Time to Come5 a n d  5 Inconvenient 
Appointment Time' as Important, and rated 'Fear of Result’ higher 
than 'Ambivalent Non-Attenders' (55.5% vs 30.0% Ambivalent).
d) Health Beliefs and Behaviours
Both groups rated their Health as ’Good’ or ’Very Good 
almost equally (8 out of 10 'Certain* vs 8 out of 11 
’Ambivalent’). The performance of Preventive Health Behaviours 
varied little, with more ’Certain’ Non-Attenders going for Dental 
Check-Ups (9 out of 11 ’Certain' vs 6 out of 10 ’Ambivalent’) 
whilst a greater proportion of ’Ambivalent’ women had had a 
recent smear test (3 out of 11 'Certain* vs 6 out of 10 
'Ambivalent').
Both groups would mainly go to their GPs if a lump was found 
in their breast (8 out of 10 'Certain' vs 9 out of 10 
’Ambivalent’).
Out of 11 responding 'Certain' Non-Attenders 9 (81.8%) had 
an ’ Internal ’ Locus of Control, whilst 8 out of 11 (72.7%)
'Ambivalent' Non-Attenders had. 'Certain* Non-Attenders believed
more in possible radiation risks from Screening (3 out of 11 
’Certain’ vs 1 out of 10 ’Ambivalent’).
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’Ambivalent’ Non-Attenders rated ’Knock/Blow to Breast’ as 
the most important factor causing cancer, ’Certain’ women rated 
it as ’Smoking’ and ’Stress’. ’Ambivalent’ Non-Attenders rated 
the ’Average ’ woman mainly at ’Some’ risk 8 "out of 11 of
developing Breast Cancer, whilst 5 out of 11 ’Certain’ Non- 
Attenders rated them at ’Some’ Risk.
Neither group believed they themselves were at ’Considerable 
or Very Great Risk’ of developing Breast Cancer but ’Ambivalent’ 
Non-Attenders were less likely to rate themselves as being at 
’Slight/No Risk’ (7 out of 11 ’Certain’ vs 3 out of 11
’Ambivalent’) .
Both groups had known similar proportions of women who had 
had Breast Cancer (7 out of 11 ’Certain’ vs 8 out of 11
’Ambivalent’).
None of the ’Ambivalent’ Non-Attenders said they would have 
thought of ’Self-referring’ had they not been invited, whereas 
3 out of 11 ’Certain’ women said they would.
e ) Beliefs About Breast Screening
The majority of both groups had heard about Screening prior 
to being invited (7 out of 9 ’Certain’ vs 9 out of 11
’Ambivalent’).
’Ambivalent’ Non-Attenders had a clearer idea about what the
7 0
point of Screening was ie eleven out of eleven said it was to 
detect early cancer, compared to 8 out of 10 ’ Certain’ Non-
Attenders.
More 1 Certain 3 Non-Attenders had known someone who had been 
for Screening, 6  out of 8  1 Certain } vs 6 out of 11 ’ Ambivalent * .
Of the 3 1 Certain 1 who specified what they had heard about it,
2 said they had heard it was ’ Painful 1 . All the ’ Ambivalent1 
group had heard ’Negative* comments about Screening.
Six out of 11 * Ambivalent * women said they believed their
friends would attend compared to 6 out of 9 1 Certain ’ Non-
Attenders. All of the ’Ambivalent3 group, compared to 5 out of 
8 1 Certain’, felt their daughters * would 5 attend whilst 4 out of 
5 ’Ambivalent 5 vs 6 out of 7 5 Certain 5 felt their daughters
5 should 5 attend.
f ) Results
Both groups understood 5 Recall 5 meant 5 Further Tests were 
Needed 5 ( 6  out of 11 5 Certain 5 vs 8  out of 11 5Ambivalent 5 ) or
that 5 Technical Problems 5 had occurred (7 out of 10 5 Certain 5 vs
4 out of 11 5Ambivalent 5 ). More 5 Certain 5 Non-Attenders believed 
cancer would Always/Usually be found by the test (9 out of 10
5 Certain 5 vs 7 out of 11 5 Ambivalent 5 ) . 5 Certain 5 Non-Attenders 
had a more unrealistic idea of how long the results would take.
g ) Future Screening Behaviour
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All the 3 Ambivalent} Non-Attenders that specified (9 out of 
9) rated 3 Practical Difficulties 3 as being Quite Very
Important 3 in affecting attendance compared to 6  out of 9 
'Certain' Non-Attenders. Only 1 out of 10 3 Ambivalent 3 women
said they would attend if re-invited in 3 years compared to 4 out 
of 9 'Certain3 women.
Only half the 3 Ambivalent 3 group 5 out of 10 would encourage 
their friends to Attend compared to 5 out of 8 3 Certain Non-
Attenders .
4 . EFFECT OF ANXIETY ON THE SCREENING EXPERIENCE
Attenders were divided into those who rated they were a
3 Little - Very Nervous 3 about being Screened and those who said 
they were 'Not Nervous'. These 2 groups were compared on their 
Experiences of Screening according to whether they were Nervous
or Not and Chi-square tests were carried out. Results are 
summarised below :-
a ) Reception Staff Evaluation
1) 159 out of 199 (79.9%) of 'Nervous' vs 152 out of 175 (
86.9%) of 3 Not Nervous 5 women found the Reception Staff
3 Friendly 3 ( = 3.22).
2) 135 out of 199 (67.8%) of 'Nervous3 vs 124 out of 175
(70.9%) 3 Not Nervous 3 found the Reception Staff 3 Helpful
7 2
( = 0 . 4 0 ) .
3) 96 out of 199 (48.2%) ’Nervous 1 vs 8 6  out of 175 ’Not
• .  2-
Nervous (49.1%) found Reception Staff to foe Reassuring (x 
= 0.03).
None of the differences were significant for 'Nervous' vs 
’Not Nervous’ women.
b) X-Ray Staff Evaluation
1) 151 out of 198 (76.3%) ’Nervous’ vs 139 out of 174 (79.9%)
’Not Nervous’ found the X-Ray staff ’Friendly’ (x2 = 0.71).
2) 130 out of 198 (65.6%) ’Nervous’ vs 125 out of 174 (71.8%)
’Not Nervous’ found the X-Ray staff ’Helpful’ (x - 1.64).
3) 109 out of 198 (55%) ’Nervous’ vs 94 out of 174 (54.0%)
%
'Not Nervous’ found the X-Ray staff 'Reassuring (x —
0.04). Differences between the two groups were not
significant.
c } Embarrassment.__ Discomfort, Pain_and— Exp e c_t at ion
1) 82 out of 198 ’Nervous’ women (41.4%) vs 15 out of 175
(8 .6 %) ’Not Nervous’ women found Screening ’Embarrassing
(x2 = 52.07).
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2) 183 out of 197 (92.9%) 'Nervous' vs 137 out of 175 (78.3%)
2
'Not Nervous' women found Screening 5Uncomfortable (x 
16.45).
171 (36.3%)3) 105 out of 197 (53.3%) 'Nervous" vs oz, ouu ui
'Not Nervous3 women found Screening 'Painful (x - 10.73) .
4) 57 out of 196 (29.1%) 'Nervous' vs 72 out of 169 (42.6%)
'Not Nervous' women found Screening 'Worse' or 'Same as
Expected ’ (x2 = 7.26).
Nervous women " were more likely to find Screening 
'Embarrassing', 'Uncomfortable', 'Painful' and 'the Same a
/Worse than Expected'. (Table 3.19)
s
d) What Women Were Told
1) 146 out of 196 (74.5%) 'Nervous' women vs 133 out of 160 
(83.1%) 'Not Nervous' women remembered being told Screening 
would be 'Uncomfortable' by the Radiographer (x2 = 3.88).
98 out of 197 (49.7%) 'Nervous' vs 78 out of 157 (49.7%)
'Not Nervous' women remember being told why their breasts 
had to be compressed (x2 = 0.001).
3) 173 out of 196 (88.3%) 'Nervous' vs 158 out of 169 (93.5%)
'Not Nervous ' women remember being told how long it would 
take to get their results (x =2.93).
Table 3.19 Table of Frequencies & CHI2 (X2) Values fo r  'Nervous' vs 'Not 
Nervous1 Women and th e i r  Experiences of Screening.
a. Embarrassed,
NERVOUS ; NOT 
: NERVOUS
YES 82 15
NO 116 160
X2 = 52.07
* b. Uncomfortable.
NERVOUS 1II
YES 183 137
NO 14 38
X2 = 16.45
c. P a in fu l .
NERVOUS 81 1
YES 105 62
NO 92 109
X2 = 10.73
f  i
d . Same as/Worse than Expected.
NERVOUS : NOT 
NERVOUS
YES 57 72
NO 13 97
X2 = 7.26
7 4
4) 120 out of 194 (61.8%) ’Nervous5 vs 104 out of 144 (72.2%)
’Not Nervous ’ women said they did have an opportunity to
2ask questions (x = 3.97).
5) 142 out of 194 (73.2%) ’Nervous’ vs 133 out of It6 (85.3%)
’Not Nervous ’ women said they were given all the 
information they needed at Screening (x = 7.47).
Nervous women were less likely to remember being told 
Screening would be Uncomfortable, being able to ask
Questions and being given all the necessary information.
e ) Know Someone Who Has Had Breast— Screening
1) 48 out of 110 (43.6%) ’Nervous ’ vs 62 out of 107 (57.9%)
’Not Nervous’ women said they had heard Positive things 
about Screening (x = 4.44).
2) 57 out of 76 (75%) ’Nervous’ vs 38 out of 75 (50.6%) ’Not
Nervous’ women had heard that Screening made women
’Anxious’ (x2 = 9.58).
3) 94 out of 103 (91.3%) ’Nervous’ vs 90 out of 106 (84.9%)
’Not Nervous’ women had heard Screening was ’Uncomfortable
(x2 = 2.00).
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4) 33 out of 76 (43.4%) ’Nervous5 vs 24 out of 74 (32.4%) Not
2
Nervous’ women had heard Screening was ’Embarrassing’ (x = 
1.92).
5) 54 out of 88 (61.4%) ’Nervous’ vs 30 out 
Nervous’ women had heard Screening was 
9.10).
Nervous women were more likely to have heard Negative 
comments about Screening, specifically that it made others 
’Anxious’ or was ’Painful’.
5. URBAN VS RURAL
1. ATTENDERS
A total of 225 women were classified as ’Rural’ vs 140 women 
who were ’Urban’. Results are briefly summarised below for Urban 
and Rural comparisons. Numbers of women answering each item 
varied : -
a ) Socio-Demographic Make-Up
1) The Median Age for ’Urban’ Attenders was 55 years and 56 
years for ’Rural’ Attenders.
2) The majority of Urban Attenders came from Social Class H I M  
- Skilled Manual, 44 out of 113 (38.9%), with 28 (24.8%)
)f 79 (38%) ’Not 
’Painful’ (x2 =
76
coming from Social Class I and II Professional and 
Intermediate. Out of 215 Rural Attenders the largest 
proportions came from SES groups I and .11» 52 (45.2%) and
54 (47%) respectively, 45 women (39.1%) came from SES group 
HIM.
3) Similar proportions of Urban and Rural women were married,
84.4% Urban vs 8 7.2% Rural.
b ) Previous History of Breast Disease and Mammograms
1) In total 91.4% Urban vs 93.8% Rural had not had a previous 
Mammogram, but of those that did, fewer Rural women had 
shown symptomatic results.
2) Similar proportions of Previous Breast Disease were 
reported for both groups, 10% Urban vs 13.3% Rural.
3) Urban and Rural women both practiced Breast Self- 
Examination (60% vs 57%).Rural women slightly less, but a 
greater number of 3 Rural’ women reported having been 
trained in Breast Self-Examination techniques (48.8% Urban 
vs 60.7% Rural).
c ) Decision to Attend
1) Both groups reported similar frequencies of people
influential' in their decision to Attend, eg 'Self3 93.6%
Rural vs 90.7% Urban, Husband/Partner 20.4% ’Rural5 vs 
19.4% 5 Urban* .
Both groups rated ’Importance of Breast Screening highly 
as affecting attendance (99.2% Urban vs 33.1% Rural). 
Rural women rated 5 Knowing Someone with Breast Cancer* more 
highly (73.5% Rural vs 66.4% Urban), whereas Urban women 
were more afraid of the ’Result’ (82.3% Urban vs 66.8% 
Rural). Practicalities, such as 1 Time of Appointment 
(28.4% Urban vs 27.2% Rural), ’Distance to Travel’ (25.4% 
Urban vs 23.5% Rural) were rated as equally important by 
both groups. ’No Time to Come ’ was rated more highly by 
Urban women (30.5% vs 24.0% Rural). Both groups rated 
’Embarrassment’ as the least important factor (22.5% vs 
19.2%). (See Table 3.20).
Urban women rated ’Reassurance’ as the most important 
(33.6%) self-generated factor. Rural women rated ’Early
Detection* as the most important (23.6%) and both rated 
5 Fear’ highly (15% ’Urban’ vs 21.1% ’Rural’). (See Table
3.21).
Both groups rated Practicalities (4.4% Urban vs 3.0% Rural) 
and Treatment (3.5% Urban vs 3.5% Rural) as the least 
important factors.
Beliefs About Cancer and Health Behaviours
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A total of 88% Rural and 79% Urban women rated their Health 
as ’Very Good/Good’.
More Rural womeh went.for Regular Dental Check-Ups (73.8% 
Rural vs 51.5% Urban) and had been to the dentist m  the 
last year (66.5% vs 51.9%) and had had a recent Smear test
(76.1% vs 64.3%).
Of the Urban Attenders 111 out of 128 (86.7%) had an
’Internal’ Locus of Control, compared to 174 out of 215 
(80,9%) of Rural women.
More Rural women knew of the incidence of Breast Cancer 
(34.3% Rural vs 21.1% Urban).
When asked to rate the factors important in causing cancer 
both groups rated ’History of Familial Cancer’ as the most 
important (97 out of 125 Urban vs 172 out of 219 Rural).
The least important factors were rated as being Over 30 
years at first birth’ and ’having Breast Fed’ by Urban 
women, whilst Rural women rated ’Finishing Periods late’ 
and ’Breast Feeding’ as the least important.
Both groups rated ’Perceived’ risk of ’Average’ women of 
Breast Cancer similarly (85.6% Rural vs 85.5% Urban) and 
rated ’Self’ risk as lower (59.5% Urban vs 54.9% Rural).
Slightly more Rural women reported thev would have thought 
of Self-referring had they not been invited, 118 out of 218 
(54.1%) Rural vs 59 out of 127 (46.5%) Urban.
Slightly more Rural women knew someone who had had Breast 
Cancer, 188 out of 214 (87.8%) Rural vs 101 out of 126
(80.2%) Urban.
Knowledge of Breast Screening
Slightly more Urban than Rural women had heard of Screening 
prior to being invited (9.4% Urban vs 7.5% Rural). Fewer 
Rural women (23.8%) than Urban women (44.5%) had seen the 
Screening Unit in the. area, but similar proportions (29.9% 
Rural vs 26.6% Urban) had heard about Screening via their 
G P . Over twice the number of Rural women (18.2%) than 
Urban women (7.8%) had heard about Screening on the Radio.
Both groups knew similar numbers of women who had been to 
Breast Screening (72.1% Urban vs 69.1% Rural), but a
greater proportion of Rural Attenders (56.1%) than Urban 
(39,8%) had heard 5Negative’ things about Screening. The 
main difference in comments they had heard was that more 
Rural women (41.1%) than Urban women (24.4%) had heard 
Screening might be ’Embarrassing’., and ’ Painful ’ (48.4%
Rural vs 41% Urban).
Identical proportions (86.3%) of Urban and Rural Attenders
believed their friends would attend for Screening, with 
95.9% Urban vs 97.9% Rural women stating they felt their 
daughters ’would go’ and 98.9% Urban vs 98.3% Rural saying 
they '3 should3 go. • •
Results
Only 11% of Urban and 12% of Rural women believed ’Recall3 
meant cancer had been found.
Practicalities
All Urban women 129 rated the Unit as ’Easy to Find 
compared to 215 out of 218 Rural women.
The majority of Rural women had come by car to the Unit 
(78%) whereas only 41.9% of Urban women had, 49.6% Urban 
women had walked there.
Both groups rated ’Practical Difficulties’ highly as 
affecting attendance (80.2% Urban vs 7 6.5% Rural).
Evaluation of Screening
Both groups of women evaluated their Screening experiences 
similarly, but more Rural Attenders felt their experience 
was 3 Better/Same as Expected1 (55.4% Rural vs 47.2% Urban).
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2) When asked if they would return for Screening in 3 years, 
124 out of 128 (97%) of Urban women and 209 out of 213 
(98.1%) of Rural women said they would.
3) All urban and Rural (216 vs 128) women answering said they 
would encourage their friends to attend for Screening, 
mainly because it would give them 'peace of mind'.
2. NON-ATTENDERS
Out of 71 Non-Attenders, 35 were 'Urban' and 36 were Rural. 
Unfortunately the number of specified responses on most items for 
'Non-Attenders' that could be classified by location was 
extremely small, too small in fact to allow any reliable 
interpretation of data trends, and given that this was not a 
major focus of the study no analysis was carried out for this 
group.
f
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D DISCUSSION
1 BACKGROUND
a ) Comments on Return Rates - At.lenders
The return rate of Questionnaires for this study was 
relatively high in comparison to other postal surveys 
(82.5%). Harvey (1986) reported a 30-50% response rate 
for many postal studies. Pre-paid return envelopes and 
follow-up reminders sent to Attenders, as used in this 
study, are both factors helpful in improving returns. 
Follow-up telephone contact may have increased response, 
but was not thought applicable.
b ) Selective Bias
Questionnaires were only given to 43.6% of total 
Attenders, so it is possible selectivity was operating, 
where Radiographers bias of whom they asked to participate 
may have influenced results. Radiographers could have 
benefited form prompting to maximise participation or 
ideally an independent researcher on the Unit could have 
been used to approach every Attender. These ' Person- 
Specific Factors are, however, difficult to control for 
(Hochbaum, 1958).
c ) Non-Attenders
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Low return rates (32%) of Non-Attenders might have 
been improved by using follow-up techniques, as for 
Attenders. This was decided to be too intrusive. The 
Non-Attenders group was not homogenous, containing many 
women who would have normally attended but wër<
2 ATTENDERS VS NON-ATTENDERS
Few of the original planned statiscal comparisons
were possible, given the small number of Non-Attenders, 
only descriptive analyses were able then to be carried 
out.
a) Demographic Make-Up
i) Urban vs Rural
The majority of Attenders came from Rural areas (see 
later for discussion), this may, however, be a product of 
the overall population distribution within the Screening 
catchment area or of the arbitrary classification of these 
two groups ; Urban and Rural.
Reeder etal (1980) noted attendence is linked with
frequency of GP contact, and indeed Rural women noted
increased GP contact compared to Urban. Similarly Rural 
Non-Attenders had a slightly higher return rate than 
Urban, but this is difficult to discuss given the small
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ii ) Age
Non-Attenders tended to be older than Attenders (59 
years vs 56 years - Median) . The wide age range of 
Attenders may have skewed the data somewhat, but other 
studies, (Tregoning, 1989), have also found younger women 
more likely to attend. Older women more frequently miss 
signs of illness, associating symptoms with old age 
decline (Leathar & Roberts, 1985). Older women may then 
miss early signs of cancer which might have prompted 
attendence. Fink (1988) suggested Educational approaches 
geared to specific age groups might help.
iii) Socio-Economic Status
Both Attenders and Non—Attender groups in this study 
contained high percentages of SES land II (High) women, 
compared to the norms, as well as large numbers of low 
SES. Both incidence of Breast Cancer and Attendence is 
higher in SES I and II women (Morgan, 1974), so large 
proportions of High SES women amongst Attenders would be 
expected. High Class is associated with Increased 
1 Illness Behaviour’ (Mechanic, 1961) which can also affect 
Attendance. The large number of SES I and II women 
amongst Non-Attenders may be due to the fact that many 
Non-Attenderrs were women who under other circumstances
would have attended. Again differing Educational
approaches could be used for women of different classes to 
encourage Attendence. (Antonovsky and Anson, 1976).
iv) Marital Status and Influence of Others
The majority of Attenders and Non-Attenders were 
married, but a higher proportin of Non-Attenders were 
single or widowed. Harkis (1988) found no difference
between Attenders and Non-Attenders of Cervical Screening 
who were married, which confirms the above results. 
Similarly, Calnan (1984) found more Non-Attenders to be 
single, where single women were less concerned about 
staying well for the sake of their family♦
Both groups rated 'Self' as the most influential 
figure in the Attendance/Non-Attendance decision. Non- 
Attenders were less likely to specify 'Others’ as being 
influential in their decision. Other studies have 
confirmed that Non-Attenders are less likely to be
influenced by or consult others about Attendane eg
(Fenner, 1989), (Calnan, 1984). Attenders are also more 
likely to seek reassurance from others about Health Issues 
generally, (Eardley, 1989), which includes their GP.
Indeed Attenders in this study were more likely to visit 
their GP regularly and were also more likely therefore to 
have heard about Breast Screening from them. Rimer (1988) 
found GP recommendation to be crucial in Screening
Attendance. It may then be important to target. GPs for 
education and ensure that FPC lists are updated regularly 
to maximise on the number of Attenders accessed (McEwen, 
1989).%
The most important 1 Others3 affecting the decision to 
attend were found to be 1) Husband, 2) Friends, 3) 
Daughters, in that order. This compares to Fenner (1989) 
who rated 1) Friends, 2) Daughters, 3) Husbands as being
influential. These three groups could benefit from 
education on Breast Screening, hoping to affect 
Attendance.
b) Factors Influencing Attendance
i) Reaction to Invitation and Leaflet
More 3Attenders3 than Non—Attenders reported being 
'Pleased3 to be asked to attend. Tregoning (1989) also 
found Attenders to be less upset by the initial 
invitation.
Non—Attenders were more likely to report Not being 
Bothered3 , which may be because they did not intend to 
attend or because they in fact wanted to but could not 
attend. Some suggestions to improve the ivitation would 
be to personalise invitations, which Hairart (1990) found
87
to improve Attendance by 75%, or to send them out from a 
woman's GP, given that GPs can influence attendance
positively (Fallowfield, 1988).
More Attenders thought the accompanying leaflet was 
'informative', where Attenders were more likely to have 
read and assimilated its contents compared to Non-
Attenders who knew they were not going to attend. Wording 
of this leaflet can be influential (Sickles, 1987) and 
Siero (1984) found there was a critical level of fear 
needed in written communication to maximise attendance. 
More attention may need to be payed to leaflet layout 
being careful about format and avoiding use of confusing 
'jargon' (Bowen, 1987).
ii ) Factors Important in Attendance
Both Attenders and Non-Attenders rated ’The 
Importance of Screening’ highly as affecting attendance. 
Previous studies have found Non-Attenders to see Screening 
as less important, Fenner (1989), which suggests the group 
of Non-Attenders here may be mainly composed of ’thwarted 
Attenders.
'No Time to Come1 and 'Inconvenient Appointment’ was 
rated highly by Non-Attenders. Alternatives times or 
flexible appointment systems and improved administration 
to arrange such appointments could increase attendance
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(Harkis, 1988). Overall Non-Attenders rated
'Practicalities’ as being very important determinants of 
attendance. . Minimising practical difficulties eg choices
of appointment, transport to the Screening site, could 
encourage more Non-Attenders to present (Hairart, 1990).
Attenders were more likely to rate ’Fear of Result 
and 1 Knowing Someone with Breast Cancer1 as important, 
where more Attenders had known someone with Breast Cancer. 
Siero (1984) stated that fear can prompt 'Instrumental 
Coping', which elicits an action (Attendance} to reduce 
this fear. Attenders generated ’Reassurance', Early 
Diagnosis’ and 'Fear' as the 'Most' important determinants 
of attendance, where they would attend to allay anxieties 
about Breast Cancer. Harkis (1988), found this to be a 
major prerequisite of Attendance, as is perceived risk of 
Breast Cancer, which was also higher amongst Attenders 
than Non-Attenders. Non-Attenders tend to dissociate 
themselves from risk of Breast Cancer, as part of a 
'Defensive Attribution' (Murray & McMillan, 1987), where 
Breast Cancer happens to 'Others’ and not them. This is 
also reflected in the higher proportion of Attenders who 
would 'Self5 refer to Screening if not invited. Attenders 
are less prone to 'Health Fatalism' and will take action 
to avoid possible problems (Woolsin & Caruso, 1989).
c) Health Beliefs and Behaviours
Both groups reported practising Preventive Health 
Behaviors, particularly E y e - c h e c k s b u t  fewer Non- 
Attenders reported attending for Cervical Screening or a 
Chest X-Ray. Hunt (1988) stated attendance for Breast 
Screening, Cervical Screening and Chest X-Rays were all 
related and that Non-Attenders were more inclined to see 
these kind of examinations as more 1 Intrusive1 and less 
acceptable than other health checks. High numbers of Eye 
and Dental Checks may be as a result of the 50+ age of the 
samples, where Optical and Dental problems are more 
frequent.
Attenders were more likely to believe in the efficacy 
of Screening ie to detect cancer. Non-Attenders are less 
aware of the preventive nature of Screening (Calnan, 1984) 
and a positive concept of the tests function is necessary 
to increase Screening Attendance (Harkis, 1988).
d) Health Locus of Control
The proportion of 5 internally’ controlled vs 
’Externally’ controlled women in both groups was 4:1, in 
favour of ’Internals’. ’Internals’ are more likely to 
attend for Screening (Wallston, 1982), which may reflect 
the lack of homogeneity within the Non-Attenders sample 
some of whom also wanted to but could not attend for 
Screening. ’Internalty’ ie responsibility for own health 
could be used to explain Non-Attendance as well as
Attendance, where Non—Attenders feel responsible for their 
own health without involving others, compared to Attenders 
who feel responsible but do n o t .involve others.
One important omission from this study was a rating 
for the 5Value’ women placed on their health, which in 
conjunction with Locus of Control can affect Health 
Behaviours,
e ) Beliefs About Breast Cancer
Attenders were more aware overall of the risks of 
Breast Cancer and there may be a need to improve the 
knowledge or challenge the beliefs that Non-Attenders 
hold.
Both groups rated 1 Knock/Blow to Breast5 , 5 Taking the
Pill5, 5 Smoking5 and ’Having Had Other Breast Diseases’ 
highly as possible causes of cancer. It is likely that 
5 Taking the Pill5 is rated highly because it has been a 
much publicised topical issue of late, as 5 Smoking and 
’Stress’ have been in the past.
Factors such as ’Nulliparity’, ’Starting/Finishing 
Time of Periods’ and ’Having Breastfed’ were seen as 
minimum risk factors. This may suggest a ’defensive 
repression’, where these ’personalised’ factors applicable 
to most women are rated as not important so that women
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will not have to consider themselves as at potential risk 
(Murray & McMillan, 1987). Their study also rated,
factors causing cancer, where Food, Heredity, Smoking, 
Stress, Fertilizers, Nuclear Waste, Hurt/Fall, The Pill 
and Promiscuity were named, in descending order. Their 
study, however, only interviewed 50 }working class' women 
compared to 420 (Attenders and Non-Attenders) from varying 
Socio-Economic groups in this study.
f ) Beliefs About Breast Screening
i ) How Heard About Screening
The most common way of hearing about Screening was to 
read about it, which may be a useful future medium for 
increasing Attendance. More Attenders had seen the 
Screening Unit in the area than Non-Attenders and 
knowledge of how and where to obtain the test is a 
Screening pre-requisite (Harkis, 1988). The Unit was not 
in fact situated in an area associated with disease 
prevention eg near a hospital or G P , which Fenner (1989) 
claimed can also affect attendance. A comparison between 
attendance and Unit location in the area, would be an 
interesting area for future research (Fink, 1988).
ii ) Reliefs About Screening
More Attenders had an idea of the positive function
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of Breast Self-Examination and Breast Screening. Jakobsen
(1987) found Attenders more likely to have observed their 
own symptoms via Breast Self-Examination and Breast 
Screening,
Non-Attenders were more likely to think the X-Ray 
taken during Screening was harmful. Even though risk of 
radiation is minimal, (Strax, 1988), fear of radiation can 
deter attendance. Rimer (1988) found 21% of his sample of 
potential Screenees named ’Fear of Radiation’ as a reason 
for Non-Attendance.
iii) Knowing Someone who has had Breast Screening
Attenders were more likely to have known someone who 
had been for Breast Screening, but approximately the same 
number in both groups had heard ’Negative’ things about 
Screening, The types of comments as heard by Attenders 
and Non-Attenders varied, with Non-Attenders hearing more 
often that Screening had made others ’Anxious’ and 
’Embarassed’ and was ’Painful’. Attenders had heard it 
would be ’Uncomfortable’, but given they were more likely 
to have thoroughly read the leaflet which stated this, it 
is not surprising. Since Questionnaires were completed 
after Screening it may be that actual Screening 
experiences and ’discomfort’ suffered, rather than 
’embarassment’, ’anxiety’ or ’pain’, might have biased 
Attenders responses, where they were also more likely to
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have been told by Radiographers it would be 
’Uncomfortable’. Norman & Fitter (1987) found attendance 
was influenced by views heard where ’negative’ comments 
are likely to deter attendance and ’Embarassment’, highly 
rated by Non-Attenders, was cited as a large potential 
barrier to attendance.
iv) Attendance of Self and—0 uhers
Fewer Non-Attenders believed their friends would 
attend and fewer would encourage friends or daughters to. 
Murray and McMillan (1988) also found Non-Attenders as 
less likely to rate friends as potential Attenders, seeing 
attendance as a personal decision, using this to justify 
their own stance. Far fewer Non-Attenders would attend if 
invited in three years. Using strategies based on 
knowledge and beliefs of this group attendance and that of 
others as influenced by Non-Attenders, could be increased.
3^ ATTENDEES EXPERIENCES.
Historical information given by Attenders revealed 
the average age of onset of menarche to be 14 years old 
and age of first birth to be 25 years, where early period 
onset and late first birth (> 30 years) are risk factors 
in Breast Cancer development (Morgan, 1974). The group of 
Attenders did not appear to be 'High Risk’ women, however, 
comparitive data for Non-Attenders would have been useful
to give more credence to these findings.
i ) Previous Experience of Breast Screening and Disease
The majority of Attenders had no previous history of 
Breast Disease, and those that did were nearly all 
5 Certain} Attenders ( see later), where previous Breast 
Disease and attendance have been linked (Woolsin & Caruso, 
1989). Again comparative data for Non-Attenders would 
have been useful.
Only a small proportion of Attenders had had a 
Mammogram previously but all who had were ’Certain’ 
Attenders. Tregoning <1989) stated that women who ’know 
what to expect5 have a reduced anxiety about re­
presenting.
iii) Breast Self-Examination and Training
A high proportion of Attenders practised Breast Self- 
Examination and a significant correlation was found 
between Breast Self-Examination training and practice. 
Offering more training might then encourage Breast Self- 
Examination practice and Breast Self-Examination practices 
also linked to attendance (Moskowitz, 1984). Training has 
been recommended to be most effective on a 1-1 basis 
(Gastrin, 1987), where GPs and other paramedical could 
help implement its practice (Lewis & Charny, 1988).
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Younger women need to be made more aware of Breast Self- 
Examination techniques generally, as these women will be 
screenees of the future* Specific training packages might 
be designed to target older and younger age groups 
independently, as there has been a reported affect of age 
on the ability to follow health regimens (Whitney & Lloyd, 
1984).
4. EXPERIENCE OF SCREENING AND EFFECT OF ANXIETY
Attenders were split into those who were Nervous 
about Attending vs those who Were Not and their 
experiences of Screening compared, tests for significant 
differences between the two groups were carried out.
Nervous women were more likely to rate the Screening 
Experience as 5 Embarrassing, , * Uncomfortable * , 1 Painful
and ’Worse than Expected’. Since Anxiety is related to 
muscle tension it is possible anxious women were tense 
during Screening which made the process more uncomfortable 
and painful, as pressure was placed on their breasts.
If these women also perceived the process as worse 
than expected it may influence their attendance in the 
future and the opinions they pass on to others, and it has 
been shown that negative comments from others can affect 
Attendance (Fenner, 1989). Tucker (1987) suggested
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training of Radiographers is important, not only for 
Screening accuracy but in helping to minimize 
Psychological trauma. There was in fact a relationship 
between Nervousness and comments that these women had 
heard prior to Screening, particularly comments that 
relayed how worrying and painful Screening was. Nervous 
women, therefore, are more likely to have heard that 
Screening would be a negative experience and rated their 
own Screening experience more negatively than those women 
who were not nervous or who had not heard negative things 
about Screening.
This clearly illustrates the link between expectation 
and experience of Screening, where the worse the 
expectation usually the more unpleasant is the experience « 
French (1982) noted that since experiences can affect 
Attendance then those Attenders who had negative 
experiences may be put off from attending in the future » 
It is, therefore, important that Anxious women be targeted 
and given more consideration during Screening, with a more 
sensitive approach or relaxation techniques offered 
wherever possible. Despite the high turn over rate of 
women it might be worthwhile to take the time to do this, 
since experiences can affect future attendance (Norman & 
Fitter, 1987).
Nervous women may need to be given more information 
about the process while it is happening, as knowledge
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promotes understanding, which nervous women felt they 
lacked. Over-Anxiety can affect attention and information 
assimilation and Radiographers may need to be aware of 
this and offer more information/feedback both prior to and 
during Screening. This could be built in to the Screening 
process and leaflets sent out.
5. CERTAINTY VS AMBIVALENCE
A major aim of the study was to compare Certainty 
vs 1Ambivalence * of Attendance. Samples were again very 
biased in favour of iCertain * Attenders and numbers of 
Non-Attenders that could be categorised , were too small 
to be valid. It was also difficult to categorize 
* Certain’ Non-Attenders since many had wanted to come but 
were unable to attend.
Some differences were highlighted :
a) Sociodemographics
Factors such as location did not appear to affect 
* Certainty1 of Attendance, where 'Certain' Attenders were 
as likely to be Rural or Urban. This may be because both 
groups rated practicalities equally as a factor affecting 
Attendance. Usually distance to travel to Screening is a 
determinant of 1 Certainty’ of Attendance (Hairart, 1990) ,
this was not the case in this study.
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Practical difficulties were not enough to deter those 
Certain they wanted to attend. ’Certain' and ’Ambivalent 
Non-Attenders, however, rated practical difficulties as 
amongst the 'most' important affectants of Attendance. 
Which suggests that for those women not wanting to attend 
or not sure they would attend, practical difficulties can 
be a major deterrent.
Age was not a .determinant of 'Certainty of 
Attendance/Non-Attendance despite older women being more 
at risk . Hill & Shugg (1989) pointed out, however, that 
it is ' awareness ' of risk not risk itself that prompts 
Attendance of which Certain Non-Attenders are less aware.
No difference in SES status was found for Certainty 
vs 'Ambivalence' of Attendance but a greater proportion of 
’ Certain ' Non-Attenders were likely to be of High SES than 
' A m b i v a l e n t '  Non-Attenders. Since Education and SES are 
linked (Antonvosky & Anson, 1976) it is possible that 
'Certain’ Non-Attenders had made an 'educated decision 
not to attend as they had a greater overall knowledge of 
Breast Cancer. MacLean (1984) said women weigh up the 
costs and benefits of Screening based on knowledge and 
beliefs which 'Certain' Non-Attenders may have done and 
decided not to attend.
'Ambivalent' Attenders and ’Ambivalent' Non Attenders 
were more likely to be married and 'Ambivalent' Attenders
( '
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were less likely to rate 5Selt} as influential in the 
decision to attend, suggesting they may rely on others, 
particularly their partner to influence Attendance.
3 Certainty’ in this study then may be connected with 
confidence (Hobbs & Smith, 1980) and less need to consult
others. By educating others, including GPs, it is hoped 
we can influence those women who are less 3 Certain’ to 
attend (MacLean, 1984).
b ) Factors Influencing Attendance
3 Certain3 Attenders were more likely to be 3pleased 
at being invited to Screening, whilst Certain Non- 
Attenders were more likely to be 3 Surprised3 or Upset . 
This ties in with the fact that more ’Certain3 than 
’Ambivalent3 Attenders would have thought of Self-referral 
so will be less taken aback to be asked to attend. Siero 
(1984) talked of an 3 Affective Defense3 where Non- 
Attenders are more likely to see Breast Cancer as 
happening to others than themselves which is the case in 
this study. Both 3 Ambivalent3 and 3 Certain3 Attenders 
were as likely to carry out most Preventive Health 
Behaviours. Hunt (1988) specified a link between use of 
one Preventive Health Service and of others.
3 Certain 3 Non-Attenders, however, were less likely to 
have attended for Cervical Screening. It is possible that 
these screening procedures, such as Breast and Cervical
Screening 5 are less frequently used by Certain Non 
Attenders who possibly see these as too * intrusive . 
Fewer 3 Certain’ than 3 Ambivalent 3 Non-Attenders said . only 
if they found a' lump 3 would they go to their -GP. Hunt
(1988) also highlighted trhat strong Non-Attenders tend to 
associate lack of symptoms with 3 good health3.
c ) Factors Important in Attendance
3 Ambivalent3 Attenders are more likely to rate 3 Fear3 
and 3 Embarrassment3 as important in affecting Attendance. 
Norman & Fitter (1987) did specify Embarrassment and Fear 
as potential barriers to attendance so it is essential to 
ensure information given to 3 Ambivalent3 women reduces
anxiety and the Screening itself is handled sensitively to 
minimise Embarrassment. 3 Certain3 Attenders rated
3 Reassurance3 and 3 Early Detection3 as the most important. 
French (1982) said the more certain the Attender the less
likely she is to have a 3 fatalistic3 attitude towards
Screening. It seems then that Certainty is governed by a 
3 need to know3 and fear of outcome can influence 
attendance if a woman feels unprepared to deal with this.
3 Ambivalent3 Non-Attenders are more than likely than 
3 Certain3 to believe in the 3 Importance of Breast
Screening3, which may be because many women from this
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group intended to but were unable to attend. 'Ambivalent' 
Non-Attenders also rated 'Fear' and 'Embarrassment' highly
like 3 Ambivalent' Attenders. this suggests a large overlap 
in these two groups in how they perceive Screening. Thus 
by tackling these issues more 'Ambivalent' Non-Attenders 
could be made to attend and 'Ambivalent' Attenders would 
be less likely to be dissuaded from attending. This could 
be done via Education trying to 'normalise' the experience 
of Screening (Antonvosky & Anson, (1976).
d) Health
Both 'Certain' Attenders and Non-Attenders were more 
likely than 'Ambivalent' Attenders to rate their Health as 
'Good', 'Certainty' is linked to perceived health and 
health risk (Fink, 1988). Certain Non-Attenders may 
perceive their health to be good and see themselves as at 
less risk, whereas Certain Attenders are more aware of 
'Self risk and incidence of Cancer, which prompts 
preventive behaviour.
More 'Certain' Attenders and Non-Attenders than 
'Ambivalent' had and 'Internal’ Locus of Control. 
Wallston et al (1972) said Health Internals believe in a 
greater 'controllability' over their own health, which for 
'Certain' Non-Attenders means looking after their health 
themselves. Norman & Fitter (1988) said Intention to
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attend was in fact more important where 'Certain* 
Attenders intended to attend and did so, and Certain Non- 
Attenders intended not to attend and didn’t.
e ) Beliefs -About Breast Cancer
’Certain’ Attenders had a slightly greater belief in 
the Efficacy of Breast Cancer detection than ’Ambivalent’ 
Attenders. French (1982) confirmed that the more certain 
the Attender is the more likely she is to view Screening 
and Prevention generally in a positive light.
’Ambivalent’ women are also more likely to see ’Self’ 
as at less risk from Breast Cancer than the ’Average’ 
woman which may help explain their lack of conviction 
about Screening.
’Certain’ Non-Attenders are more likely than 
’Ambivalent’ Non-Attenders to rate ’Self’ as being at 
little/no risk of Breast Cancer and are less aware of the 
overall risks of Cancer. Calnan (1984) confirmed that 
’Certain’ Non-Attenders are less likely to have accurate 
views about Breast Cancer. A prerequisite of Screening is 
a feeling of the tests relevance to you personally, which 
’Certain’ Non-Attenders are less likely to have (Harkis, 
1988).
There was little difference between ’Certain’ and
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5 Ambivalent5 Attenders in the risk factors causing Cancer.
’Certain’ Attenders rated 5 Taking the Pill* and ’Stress’ 
as higher than ’Ambivalent’ Attenders, this may be because 
’ Certain’ Attenders are more likely to take notice of 
recent health research and preventive techniques and there 
has been much publicity linking these two factors with 
Breast Cancer recently.
’Certain’ Non-Attenders also rated ’Stress’ highly 
and ’Knock/Blow to Breast’. This could indicate that if 
these women had not felt themselves to be under stress or 
have had a blow to their breast they perceive themselves 
as being at little risk of developing Breast Cancer.
Factors such as ’Early start/Late finish of periods 
and ’Having Breastfed’ were rated as least likely causes 
of cancer by all women, which are in fact risk factors 
(Morgan.1974). Murray & McMillan (1987) called this a 
’defensive attribution’ whereby a woman distances herself 
from risks that she sees as personal but uncontrollable.
A greater proportion of ’Certain’ Attenders had known 
someone who had Breast Cancer, but significantly more 
’ Ambivalent ’ women ’specified’ who it was they had known 
compared to ’Certain’ Attenders. However, slightly more 
’Ambivalent’ Non-Attenders had also known someone with 
Breast Cancer. Hill & Shugg (1989) said awareness can 
prompt action but in Non-Attenders other factors could
outweigh this, such as practical difficulties or personal 
dissociation from risk. This would be interesting to 
follow-up in future work.
It may not be quantity of people known but ’who’ was 
known that prompts behaviour, where ’Certain’ Attenders 
were more likely to have known friends and family with 
Breast Cancer, than ’Certain’ Non-Attenders.
f) Beliefs About Breast Screening
More ’Certain’ Attenders and Non-Attenders compared 
to ’Ambivalent’, had known someone who had been to Breast 
Screening, but ’Certain’ Non-Attenders were less likely to 
understand the point of Breast Screening than Ambivalent 
Non-Attenders, which implies it is not quantity of 
information but quality that is a determinant.
’Ambivalent’ Attenders were more likely than 
’Certain’ to have heard Screening was ’Uncomfortable’ and 
’Painful’. Fenner (1989) stated those women hearing 
negative things about Breast Screening may not necessarily 
be deterred from attending but may be less certain. Thus, 
these women may be less likely to encourage friends to 
attend or re—attend themselves if invited.
Non-Attenders, ’Certain’ and ’Ambivalent’, had heard
equally negative things about Breast Screening from
105
others, which might suggest other factors effect definite 
Non-Attendance, such as practicalities or differences in 
perceived risk, and differentiate the two groups. If 
these differences are identified and controlled, women 
could be prompted to attend. More ’Certain’ Non-Attenders 
said they would attend if re-invited but this may be that 
women stating they were ’certain’ they would not attend, 
said so because they knew practical difficulties would not 
allow them to, but should these be removed, attendance at 
a later date would be possible.
g ) Belief About Results and Experiences of Screening
’Certain’ Attenders had less accurate knowledge of 
the meaning of results, believing ’Recall’ more often 
meant Cancer, but a more accurate view of the expected 
waiting time for results. ’Ambivalent’ women were also 
rated as being more ’Anxious’, ’Embarrassed’ and 
’Uncomfortable’ during Screening. Since Anxiety can 
affect memory and since ’Ambivalent’ women found Screening 
more distressing it is possible they had not listened to 
how long the results would take or were less likely to ask 
Radiographers. Ideally, Radiographers and leaflets sent 
should as standard practice specify what ’Recall’ means 
and how long women should expect to wait (Harkis, 1988).
6, URBAN VS RURAL ATTENDANCE
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The proportion of Rural Attenders outweighed Urban 
Attenders, bearing in mind this categorisation was 
relatively arbitrary. Ideally, categorisation via Post 
Code or independent computerised classification would have 
been preferable but was prevented because of constraints 
of time and finances available.
At face value, however, it does seem that Rural women 
are more likely to attend than Urban women. Key factors 
which will be highlighted :-
a) Background Information
The rate of previous Breast Disease was slightly 
higher amongst Rural women, which may partly explain their 
increased attendance. Woolsin & Caruso (1989) noted 
previous Breast Disease and fear of its recurrence can 
prompt attendance.
More Rural women also reported they would have Self­
referred to Screening had they not been invited which 
could also be linked to previous breast complaints where 
fear might prompt self-referral. Fenner (1989) talked of 
the link between knowledge and self-referral and Rural 
women knew more women who had had Breast Cancer and had 
heard more negative comments about Breast Screening.
A . greater number of Urban women, had had a previous
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symptomatic M ammo gram. Eardley . et al (1989) stated 
awareness of Breast Screening, as in women who have been 
Screened, can prompt attendance as it is seen as less 
threatening. These women may also .have a greater belief 
in the Efficacy of Screening, which Norman & Fitter $ 
(1987), identified as a factor influencing screening 
attendance.
Slightly fewer Rural women practiced BSE, but more 
had been trained. There is usually a correlation between 
training and practice of BSE (Gastrin, 1987) , so this
finding is not in keeping with previous results. However, 
in order for women to practice BSE regularly, particularly 
older women, encouragement and monitoring of practice is 
needed, which is best offered by the GP (Lewis & Charny, 
1988). Rural women in fact have poorer links with their 
GP , and whilst more have been trained in BSE, possibly 
because of previous complaints, they are less likely to be 
reminded/encouraged to continue given that they have fewer 
GP contacts. These ’Active’ Health Techniques (Calnan, 
1985) need reinforcement if they are to continue, which 
should ideally be done on a 1-1 basis via Health 
professionals (Miller & Bulbrook, 1982).
In addition, Rural women are in fact slightly older 
than Urban women and age is also connected to BSE 
performance, where older women are more likely to perform 
it but less accurately (Whitney & Lloyd, 1984). Older
women are less skilled BSE, and immediate reward and 
feedback is important in BSE continuation (Miller & 
Bulbrook, 1982).
Rural women were of Higher SES and High SES is linked 
to attendance (Morgan, 1974).
b ) The Decision to Attend
Fewer Rural women had seen the Screening Unit in the 
vacinity prior to being invited, which can in itself 
prompt attendance (Harkis, 1988). Rural women had more 
frequently heard about Screening on the Radio, which is an 
unexpected medium to advertise Breast Screening, but this 
may be an important way of reaching more isolated women.
A greater proportion of Rural women also reported 
being ’Pleased’ to be offered to attend and found the 
leaflet provided ’Informative’. Urban women having seen 
and possibly heard about local Screening more were perhaps 
less likely to feel the leaflet offered them anything new.
When asked to rate who was influential in attendance, 
Rural women may have had to be determined to attend and 
have ’.Self-convict ion’ before they would travel this 
distance to be Screened (Hairart, 1990).
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c ) Knowledge of Breast Cancer
More Rural women reported knowing someone with Breast 
Cancer and since knowledge of ' Breast Cancer is a 
prerequisite of Attendance (Tregoning 5 1989) 5 this may
also help explain higher attendance rates amongst Rural 
women, Antonvosky & Anson (1976) also highlighted that 
closeness of social networks, as in Rural areas, means 
knowledge of people with Breast Cancer or who have been to 
Breast Screening is more easily spread, which can prompt 
attendance.
Urban women were more likely to rate * Fear of Result1 
as important in Attendance, whereas Rural women rated 
1 Knowing Someone with Breast Cancer’, which ties in with 
their increased knowledge, of others with Breast Cancer and 
increased Attendance. More attempts may need to be made 
to reassure Urban women about Screening, as indeed Urban 
women rated yReassurance * highly on their list of factors 
compared to Rural women who cited $ Early Detection1 as 
most important, not surprisingly given the greater 
proportion of these women who knew of Breast Cancer or had 
experienced previous breast complaints.
Linked with this, Rural women had a more accurate 
perception of the incidence of Breast Cancer and attended 
more regularly for Dental Check-Ups and Cervical Screening 
than their Urban counterparts. Since practice of Health
110
Behaviours and Attendance are linked {Hunt, 1985), it is 
not surprising more Rural women are more l i k e l y  to
practice prevention overall and■be Attenders and are more 
likely to self-refer (Hobbs & Smith, 1980). .
d ) Knowledge of Breast Screening
Both groups knew similar numbers of women who had 
been screened, but Rural women were more likely to have 
heard negative comments about it, such as that it was 
’Painful1 and ’Embarrassing5.
Rural women rated their own screening experience the 
same or better than expected than Urban women on all these 
measures. French (1982) stated there is a link between 
perception of Breast Screening and experience, thus if
Rural women had heard more negative things then they were 
more likely to perceive the experience as negative.
( However, they did rate the experience as 5 Better/same as
expected5 more often than Urban women, so perhaps 
preparation for a bad experience can help. One then must 
be careful that Urban Attenders, who go away feeling the
experience was worse than anticipated will return for
recall or re-invitation. Follow-up work may be useful, or 
better preparation and information for Urban populations 
may lessen the discrepancy between perceived and actual 
experience.
I l l
Both groups did $ however, say they would return in 3 
years and encourage others to attend, so it seems that 
Screening Experience was not sufficiently negative to 
deter future attendance,
e ) Practicalities
Urban or Rural Attenders almost equally rated 
practical difficulties as being important in affecting 
attendance. Previous studies have found distance to 
travel or practicalities to be major deterrents in 
Screening attendance (Hairart, 1990). MacLean (1984) 
noted that practical difficulties were enough to deter 
women uncertain about Attending, which implies that both 
groups were certain about their attendance, whereas one 
might have expected practical difficulties to deter Rural 
women.
The majority of Rural women in fact came by car, 
which Eardley (1989) specified as an Enabling Factor in 
Attendance. It would have been interesting to compare 
Rural women who had access to a car and those who had not 
and their ratings on the affects of practical 
difficulties.
Similarly both groups, rated factors such as ’Time of 
Appointment’ and ’Distance to Travel’ as of little 
importance, but Urban women reported having less time to
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attend. Harkis (1988) suggested flexible or 1 out of 
hours5 appointment times could help.
Rural women may in fact be used to having to travel 
to access services and this coupled with increased 
knowledge, experience and exposure to Breast Cancer and 
Breast Complaints may act as sufficient benefits to 
outweigh the 1 practical costs of attendance’ .
7. CRITICISMS AND RECOMMENDATIONS
1) Samples in the study may not have been representative
of Attenders/Non-Attenders generally, given that only 396 
out of 1101 Attenders and 24 out of 189 Non-At tenders took 
part in the study.
a) Attenders
Selective bias of the Radiographers may have meant 
only those Attenders they felt would comply were 
approached, these women may not be representative of 
Attenders.
A second selective bias might have been operating 
where the sample may be representative of only those women
who were compliant, enough or felt strongly enough to 
return the Questionnaires. A more accurate way of 
ensuring the sample of Attenders was representative would 
be to give Questionnaires out to All Attenders- as part of 
a standard interview procedure, so that firmer conclusions 
could be drawn from a more valid sample.
Questionnaires were completed retrospectively, after 
Attenders had been screened, and this may have biased 
their responses or distorted beliefs and information as 
heard from others, whereby Attenders would give their own 
interpretation based on their experiences.
b ) Non-Attenders
The sample of Non-Attenders was very small and likely 
to be unrepresentative, given that many Non-Attenders in 
fact stipulated they had wanted to attend but were unable 
to .
Future work would ideally separate more clearly those 
}Certain’ Non-Attenders from those who were 1 thwarted1 or 
potential Attenders,
Comparison of Attenders and Non-Attenders should 
ideally be between samples of similar sizes which this 
study was unable to obtain. Ideally both groups should 
have been followed up and given reminders in a similar way
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to maxi mise on returns, 
c ) Certainty vs Ambivalence
Small sample sizes marred accurate comparison. for 
Non-Attenders particularly, thus a more even distribution 
of ’Certain’ and ’Ambivalent’ Attenders and Non-Attenders 
would be needed to allow a more thorough statistical 
analysis.
It may also have been better to have left the item 
that discriminated ’Ambivalent’ from 1 Certain’ women until 
later in the Questionnaire, as many women may have stated 
themselves as * Certain’ which may have changed as they 
read through the Questionnaire and understood the purpose 
of the study better.
d ) Urban vs Rural and Socio-Economic Status
Classification of Urban and Rural and Socio-Economic 
status was relatively arbitrary, despite having two 
independent raters.
Areas such as Stocksfield were bordering between 
Urban and Rural and had we decided to classify it as Urban 
and not Rural, the overall proportion of Urban women would 
have been greater. Ideally, a third 'Borderline' category 
could have been included for such areas.
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APPENDIX 4
Factors important in affecting breast screening attendance
Fear of test 
Fear of result 
Early diagnosis 
Reassurance 
Concern about health 
Others wanted you to come 
Ease/availability - practicalities 
Treatment
Worry about what to expect
APPENDIX 5
NORTHUMBERLAND HEALTH AUTHORITY 
BREAST SCREENING QUESTIONNAIRE
We a r e  c a r r y i n g  out  a s u r ve y  t o  f i n d  out  women' s  vi ews on b r e a s t  s c r e e n i n g .  
We wi l l  use  t h i s  i n f o r ma t i o n  t o he l p  us i mprove t he  s e r v i c e  by u n d e r s t a n d i n g  
what  women t h i n k .
We s hou l d  be most  g r a t e f u l  i f  you would he l p  us by f i l l i n g  i n t h i s  
q u e s t i o n n a i r e  and send i t  back t o  us i n t he  s t amped a dd r e s s e d  e nve l ope  
p r o v i d e d .
Any i n f o r ma t i o n  g i ven  wi l l  be t r e a t e d  as s t r i c t l y  CONFIDENTIAL and your  
q u e s t i o n n a i r e  wi l l  be anonymous.  Your q u e s t i o n n a i r e  wi l l  be used a l ong wi t h  
o t h e r s  t o  he l p  us p r o v i d e  t h e  s o r t  of s e r v i c e  t h a t  women in Nor t humber l and  
want .
We need as many women as p o s s i b l e  t o  h e l p  us ,  so your  q u e s t i o n n a i r e  does  c o u n t .
I f  however  a t  any t i me  you do no t  wi sh t o  h e l p ,  you a r e  of c o u r s e  f r e e  t o  
d e c l i n e .
P l e a s e  s i g n  below.
I do / do  no t  . cons ent  t o  t a k e  p a r t  i n  t h i s  s u r v e y .
N a m e .......................... .............................. ............................ ..
Si  g n a t u r e   ........................................................................... ..
Dat e  ............................................................................. .......................
IF YOU HAVE AGREED TO HELP US PLEASE FILL IN THE QUESTI ONNAIRE AS SOON AS 
P O S S I B L E  AND RETURN IT TO US IN THE ENVELO PE PROVIDED.
I f  you do not  wish t o  he l p  p l e a s e  s i g n  t h e  c o n s e n t  form i n d i c a t i n g  you do not  
wi sh t o  t a ke  p a r t  and r e t u r n  t he  b l a nk  q u e s t i o n n a i r e .
THANK YOU 
( P. 1. 0.
N O R T H U M B E R L A N D  H EAL TH A U T H O R I T Y Code [" [" G J
1. When you aot  vour  i n v i t a t i o n  for  Br e a s t  S c r e e n i n q .  what  was vour f i r s t
r ea c 1 1 on ?
(Ti ck as many as a pp l y '
P l e as e d  (__J S u r p r i s e d  f__ 1 Anxious [ _ J  .
Ups et  [ _ j  Why me? [ J Didn t b o t h e r  me
When vou got  your  i n v i t a t i o n  were you: -
( P l e a s e  t i c k  one box.'
a ) Sure t h a t  you would a t t e n d ; n
b) Not s u r e  at  f i r s t  but  dec i ded t o come n
What did you t h i n k  t o  t he  l e a f l e t s e n t  wi t h  your  i n v i t a t i o n ?
(Tick as many as you wi sh)
a) Too l ong c : : i
b) Di d n ' t  r ead  i t [in
c) Not enough i n f o r ma t i o n
d) Worrying c: j
e ) I n f o r ma t i ve c::i
f ) Well  p r e s e n t e d , L J
g) Re as s ur i ng L 1
h i C a n t  remember i;::
4. We a r e  i n t e r e s t e d  in how women de c i de  whe t he r  or  not  t o  come t o 
s c r e e n i n g .  Who he l pe d  you t o  de c i de ?
( P l e a s e  t i c k  a l l  boxes  t h a t  appl y)
a) M yself I----
b) My h u s b a n d / p a r t n e r c z :
c) My d a u g h t e r ( s ) / s o n ( s ) t z :
d) Ot her  f a mi l y  members CZj
e) Fr i e n d s CZj
f ) Fami l y Doct or  (GP) IZZ]
g) Ot her  (s) P l e a s e  s p e c i f y [ZZI
Below,  we h 3 v e a l i s t  of t h i n c s  which o t h e r  i-i 0 m e n  ^2 v e s s 1 d 
i moor t a n t  when t hey were t h i n k i n g  ( de c i d i no )  whet her  or not  
s c r e e n i n g .
P l e a s e  look at  each one and c i r c l e  how i mp o r t a n t  t h i s  was 1 r 
t h i n k i n g  about  whet her  or  not  t o come.
N0 1 a t  a i l  
I mpor t a n t  
1
Fai r ly
I mpor t a n t
Imp or t a n '
a) Embar rassment  about  
be i ng  s c r eened
1
b ) U n c e r t a i n t y  about  
what  t he  t e s t  
i n v o l v e s
c > Fea r  of t he  r e s u l t
d ;• Not  havi ng t i me t o  
come for  t he  t e s t
e) Fea r  of t he  t e s t  
i s e l f
f ) I nc o n v e n i e n t  
a ppo i n t me n t  t i me
q ) How f a r  you had 
t o  t r a v e l
hi Worry about  what  t o 
e xpe c t
i > "You have n o t i c e d
c ha nge s / p r ob l e ms  wi t h  
vour  b r e a s t s
2 ) You t h i nk  s c r e e n i n g
i s  a good t h i n g  ( i t  i s  
i mp o r t a n t  t o be 
screened)
k ) Knowing someone wi t h  
b r e a s t  cancer
Ut her  peopl e  wanted 
vou t o come
w e r e
t o go f or  
v our
V ery
I mpor t an t
4
4
4
4
4
4
4
4
4
4
4
4
2
Ne a
8 .
Which would you sav were t he  most  i mp o r t a n t  t h i n c s  a t t e c i i  no v our  
d e c i s i o n  about  whet her  or not  t o  qo t o s c r e e n ! n o ?
Most  i mo o r t a n t   .....................................................................................................
SeDond most  i mpor t an t
Thi r d  most  i mpor t an t
: j u s t  a few q u e s t i o n s  about  y o u r s e l f
What i s  your  age?
Are vou ( Ti ck one Box)
L I -J yr:
S i n g l e  l _
Ma r r i e d  I_
Li v i ng  wi t h
a p a r t n e r  |__
Se pa r a t ed / Di  vor ced  |__
Widowed l__
I f  vou a r e / we r e  mar r i e d  what  i s / w a s  your  h u s b a n d ' s  j ob?
Do vou have  any o t h e r  comment t o  make about  be i ng  i n v i t e d  f o r  s c r s e n i n o r
3
2 1t h B e l i ° f =
How would vou d e s c r i b e  vour h e a l t h ?
( P l e a s e  c i r c l e  appr ocr  i a t e  answer .1
Verv ' rood Good F a i r  Poor
Have vou:  ( P l e a s e  t i c k  a i l  a p p r o p r i a t e  boxe s '
a) Had r e g u l a r  eye c he c k- ups  ( i e one ever y  2- 3  .ears. '
b > Had r e g u l a r  de n t a l  check- ups
c ) Been t o  t he  d e n t i s t  in t he  p a s t  yea r
d ! Had a c he s t  x - r ay
e ) Ever  been t or  a- c e r v i c a l  s c r e e n i n g  t e s t  (Smear i
f ) Been f or  a c e r v i c a l  s c r e e n i n g  t e s t  i n t he  l a s t  3 yea r s
P LEASE TURN TO THE NEXT PAGE FOR Q U ESTI ON 3
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The f o l l c wi n q  a r e  s t a t e m e n t s  aoout  oe o p l e s  h e a l t h .  How s t r o n g ! , '  do vou, 
agr ee  or d i s a g r e e  wi t h each one ?
' . Pl ease c i r c l e  one answer  + or each s t a t e me n t )
If I t ake  c a r e  of myse l f  1 can avoi d i l l
S t r ong l y  
d i s a q r e e
nes s
S t r o n g l y
agr ee
1
Whenever I ge t  s i c k  i t  i s  be c a us e  of somet h i ng  I ' v e  done or not  dons .
St rong iy 
di  s a qr e e
6 5 4 3 2
Good h e a l t h  i s  l a r g e l y  a ma t t e r  of  good f o r t u n e .
S t r o n g l y  
d i s a q r e e
1 2 3 4 5
No ma t t e r  what  I do,  i f  I am goi ng t o  ge t  s i c k  I w i l l  g e t  s i c k .
S t r ong l y  
di s agr ee
1 2 3 4 5
S t r o n g l y  
a g r e e  
’ 1
S t r o n g l y
a gr e e
6
S t r o n g l y
a gr e e
6
Most peopl e  do not  r e a l i z e  t h e  e x t e n t  t o  which t h e i r  i l l n e s s e s  a r e  
c o n t r o l l e d  by a c c i d e n t a l  h a p p e n i n g s .
S t r o n g l y  
d i s a o r e e
! 2 3 4
I can on 1v do what  my d o c t o r  t e l l s  me t o do.
S t r ong l y
d i s a g r e e
1 2  3 4
S t r o n g l y
agr ee
6
St r o n g  1y 
a or e e  
6
There a r e  so many s t r a n g e  d i s e a s e s  a r ound t h a t  you can ne ve r  know how or 
when you might  p i ck  one up.
Strongly 
d i s a q r e e  
1
St r o n g  1 y 
a g r e e
When I f ee l  i l l ,  I know i t  i s  be c a us e  I have  not  been g e t t i n g  t h e  p r ope r  
e x e r c i s e  or e a t i n g  r i g h t .
S t r ong l y
d i s a g r e e
6
S t r o n g l ’ 
a g r e e  
1
5
ï  ( C e n t i r  : 3 d )
The t o i . o v i i n a  ar  e s t a t e m e n t s  2. D c n t  c e o p l e s  h e 2 i t  . How s t r o n g  i y do  / o
a g r è s  r '  d i s a q r e e  w i t h  s  a 0 n s e e ?
( P l e a s e  c i r c l e  o n e  a n s w e r  * or  e a c h  s t a t e m e n t '
i ) P e o p l e  x no  n e v e r  g e t  s i  cl: a r e  1 v s t  0 1 2 i n l u e  i, v .
S t r o n g l v  S t r o n
d i s a q r e e  e a r
; ) Pe op l e  s i l l  h e a l t h  r e s u l t s  from t h e i r  own c a r e l e s s n e s s .
S t r o n q ! v S t r o n g l y
d i s a g r e e  -agree
6 5 4 3 2 1
K ? I am d i - e c t l y  r e s o o n s i b l e  t o r  mv h e a l t h .
S t r o n g l y  S t r o n o l v
d i s a g r e e  a g r e e
■5 5 - 4 3 2 1
B e l i e f s  about  s c r e e n i n g
1. The f o l l owi ng  s t a t e m e n t s  have been made a bou t  b r e a s t  p r ob l ems .
Do you a g r e e / d i s a g r e e ?  ( P l e a s e  c i r l c e  one answer  for  each s t a t e m e n t !
a) Br eas t  s c r e e n i n g  means t a k i n g  a s p e c i a l  x - r a v  of b r e a s t s  t o  f i n d  
smal l  c a n c e r s  b e f o r e  t he y  cause  t r o u b l e .
Agree Don t know Di s agr ee
. b) A lump in t he  b r e a s t  u s u a l l y  means c a n c e r .
Aoree Don t know Di s agr ee
c ) Regul ar  Br e a s t  Se l f  Exami na t i on  can f i n d  lumps at  an e a r l y  s t a g e .  
Agree Don t  Know Di s agr ee
d) Treat ment  f or  e a r l y  b r e a s t  c a nc e r  can be e f f e c t i v e .
Agree Don t  know . Di s agr ee
ei  One woman i n 12 i n t h e  UK wi l l  d e v e l o p  b r e a s t  c ance r .
Agree Don ' t  know Di s agr ee
f ) The x - r a y  t aken d u r i n g  s c r e e n i n g  i s  d a n g e r o u s .
Agree Don t  know Di s agr ee
6
10 
in
H e r e  e r e  a l i s t  o f  f a c t o r s  s o me  women t h i n k  m i c  h t  be  i n v o l v e d  i n  b r e a s t  
c a n c e r .
To wh a t  e x t e n t  d o  v o u  t h i n k  e a c h  o f  t h e  f o l l o w i n g  i s  a f a c t o r  i n  c a u s i  no 
b r e a s t  c a n c e r ?
- . P l e a s e  c i r c l e  o n e  a n s w e r  f o r  e a c h  i t e m )
v e r  v Li ke l Don ’ t U n l i k e l v e r v
unl ikely
a ) smoking
b)  t a k i n g  t h e  p i l l  or  
h a v i n g  t a k e n  i t
a  s t a r t i n g  p e r i od
e a r l y  ( <  1 3  y e a r s )
d ) f i n i s h i n g  p e r i o d  
l a t e  (> 60 years)
e ) h i s t o r y  of b r e a s t  
c a n c e r  in c l o s e  
f a mi l y  members
f ) hav i ng  b r e a s t  fed 
vour  c h i l d r e n
q ) s e r i o u s  knock/ bl ow 
t o  b r e a s t s
h ) p r o mi s c u i t y
i ) n u c l e a r  was t e  
j )  food a d d i t i v e s  
k) s t r es s
f e r t  i l i z e r s
m) be i ng  over  50 yr s
n ) ha v i ng  had c h i l d r e n
p) be i ng  >30 y e a r e a t  t he  
t i me  of  1st  f u l l  t erm 
p r e gna nc y
q ) hav i ng  had o t h e r  
b r e a s t  d i s e a s e s
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How much do you t h i n k  t h e  5 v e r a q e woman 0*'  / o u r  a c e  1 s e : r 1 e >: 0 
g e t t i n q  b r e a s t  c a n c e r ?  _ ( P l e a s e  c i r i e  a p p r o p r i a t e  a n s w e r )
e r v q r e a t  
Ri s k
4.  Do vou know a n y o n e  who h a s  had B r e a s t  C a n c e r ?
( P l e a s e  t i c k  a p p r o p r i a t e  boxes , '
2) yes  T 1 P l e a s e  s p e c i f v  who
( T i c k  a l l  w h i c h  a p p l y )  F a m i l y  memb
Fr i  end
Ot her
P l e a s e  s p e c i f y  who  ...................................
b) No
5.  How much do you t h i n k  you a r e  a t  r i s k  of g e t t i n g  b r e a s t  c a nc e r  
( P l e a s e  c i r c l e  a p p r o p r i a t e  answer)
Very Gr ea t  C o n s i d e r a b l e  Some S l i g h t  Not  a t
Ri sk Ri sk Risk Ri sk Ri sk
If  you had not  been i n v i t e d  t o  come f o r  s c r e e n i n g  would you have 
t hough t  of r e f e r r i n g  y o u r s e l f ?  ( P l e a s e  t i c k  a p p r o p r i a t e  answer )
Yes [ _ ]  No [ _ ]  Don' t  know 1__j
c o n s i d e r a b l e  
1 s i".
b" ome 
R1 s k
z i i g n c
R i s k
Not ,
R i s k
8
j ' i r e s n m c
B e f o r e  vo'u a o t  v our  l e t t e r  i n v i t i n a  vou t o  come - o r  s c r e e n i n g  h o w, i t  a t  
a l l .  had  vou h e a r d  a b o u t  t h e  b r e a s t  s c r e e n i n q  c o o r a m m e ?
' . P l e a s e  t i c k  a l l  t h a t  a p p 1 v
a; I hadn t  heard about  i t  a t  a l l  [
b ) I had r ead about  i t  m  t h e  news paper  I
c .■ I had seen a o r oor  amme on TV (___ ,
d ? I had heard about  i t  on t h e  r a d i o  __i
e ) I had seen t he  s c r e e n i n g  u n i t  |__1
f l  A f r i e n d / r e l a t i v e  had t o l d  me abou t  i t  |___ j
ç ) I had been t o  a " t a l k "  a bou t  i t  [ _ ]
h ) I n f o r ma t i o n  from my d o c t o r ' s  s u r g e r y  j___ |
O t h e r s ,  p l e a s e  s p e c i f y   ..................................................................................... .....................
I f  you found a lump i n your  b r e a s t  which of t h e  f o l l o wi n g  mi gh t  you do? 
( P l e a s e  t i c k  a p p r o p r i a t e  boxes )
a ) Go t o  your  d oc t o r  i mme d i a t e l y 1—
i 
i 
i 
1__
!
b) Wai t  and see 1—
i 
l 
i 
l 
l
c J Di s c u s s  i t  wi t h a f r i e n d u
d) I gnor e  i t  ( f o r  a whi l e ) L j
What do vou t h i n k  t he  p o i n t  of b r e a s t  s c r e e n i n g  i s ?
( P l e a s e  t i c k  a p p r o p r i a t e  box)
a) I t  c u r e s  b r e a s t  c a n c e r  j__l
b ) I t  p r e v e n t s  women g e t t i n g  b r e a s t  c a n c e r  j !
c) I t  f i n d s  t h a t  some t h i ng  i s  wrong wi t h  t he  b r e a s t s
a t  an e a r l y  s t a ge  I j
d) Don ' t  know |__1
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-.  Do you !.now snvcns  who nas  had t he  b r e a s t  s c r s e n i n n  t e s t ?
( P l e a s e  t i c k  a p p r o p r i a t e  answer . 1
Mo I | ( I t  No - oo t o o u e s t  ion 5'
res I____ 1 It  Yes wno? .................................................................................................................
I t  vou do know someone who has  been s c r e e ne d
ai What did t he  v s a v aoout  t h e i r  e x p e r i e n c e  of s c r e e n i n o /  ................................
b D i d  t hey  sav t h e  t e s t  i n v o l v e d : -  
( P l e a s e  c i r c l e  a o p r o p r i  a t e  answer i
None A l i t t l e  Qui t e  a P i t  Don t  know
i : Anxi e t y  1 2  3 4
i i )  Embar assment  1 2 3 4
i l l ;  Di s c omf or t  1 2 3 4
i v ) Pa i n  1 2 3 4
5.  Do you t h i n k  vour  f ema l e  f r i e n d s  would go f o r  Br e a s t  S c r e e n i n o ?
( P l e a s e  t i c k  a p p r o p r i a t e  answer )
y -  r :;i
No L j
Don t  know | I
r . I f  a p p r o p r i a t e :  - I f  your d a u q n t e r  '.s ‘ were o f f e r e d  B r e a s t  S c r e e n i n g  
' "Please t i c k  a ppr oc r  i a t e  answer . 1
a j do you t h i n k  s h e / t h e y  would go? Yes L I  No L 3
b do you t h i n k  s h e / t h e y  s h o u l d  go? Yes L  J No L  J
10
Kg = u i tj_
1 - ;!n- - d o e s  1 1 ;ï: e ?. n i f s o m e o n e  i s  r e c a l l e d  t o  n e  s c r e e n e d  a o a i n a f t e r  t h e i r
t i r e t  s c r e e n i n e  a d c o i n t m e n t  ? 
f t'J e a s e  t i c ! :  a i l  e n p r o o n  a t e  a n s w e r s .1
a) ■cancer has been founo r - 1i__ '
t ) t h e r e  i s  somet hi n"  wrena but  f u r t h e r  t 
t o  say what  i t  i s
. e s t s need to be done
D
z ) t h e r e  i s  a t e c h n i c a l  pr obl em wi t h  t he  
a n o t h e r  x - r a v  needs  t o  be t a ke n
f i r s t  x - r a v  and i—
i 
i 
i
d ) n o t h i n g  has  been found r ]
e ; don t  know i 
i 
i 
i 
•__
i
I t  2 woman has  c a n c e r ,  i s - i t  l i k e l y  t o  be 
( P l e a s e  t i c k  one box)
found by t he  t e s t s ' ?
a ) ye s ,  a l mos t  always C 3
b) us ua l  1 y CZ]
c) no t  o f t e n
i—
i 
i 
i 
i 
i
d> d o n ' t  know IZZ]
I t  i s  not  p o s s i b l e  t o  have t he  t e s t  r e s u l t  
how l ong do you expec t  i t  t o  t a k e  b e f o r e  a 
' . Pl ease  t i c k  a p p r o p r i a t e  answer )
s t r a i g h t  awav but  
woman g e t s  her  r e s u l t s .
a) one week
1—
1 
1 
1 
U-J
b) two wee k s [ZZI
c) one month o
d) s i x  weeks [ZZI
e ) d o n ' t  know 1—
1 
1 
1
l_ 
1
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I .  w a s  t h e  B r e a s t  S c r e e n i n g  U n i t  e a s  
• P l e a s e  t i c k  a o o r o o r i a t e  a n s w e r ’
e tind.'
2 .  Hew d i d  v o u  r e a c h  t h e  U n i t  t o r  s c r e e n m o  
• . P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r . '
a .' bv* c a r
b ;• b y  b u s
c ) w a 1 k
d ) f r i e n d / p a r t n e r  d r o p p e d  vou.  o f f
e > o t h e r  ( p l e a s e  s p e c i f y )  .  ..................... .......................................... .. ................. .. .....................
3 .  How i m p o r t a n t  do  y o u  t h i n k  p r a c t i c a l  d i f f i c u l t i e s  a r e  i n  i n f l u e n c i n g
w o m e n ' s  d e c i s i o n s  t o  a t t e n d  f o r  s c r e e n i n g ?
( P l e a s e  c i r c l e  o n e  a n s w e r )
V e r y  I m p o r t a n t  Q u i t e  S l i g h t l y  N o t  I m p o r t a n t
I m p o r t a n t  I m p o r t a n t  I m p o r t a n t  At  A l l
E v a l u a t i o n  o f  S c r e e n i n g
i .  On a r r i v a l  a t  t h e  S c r e e n i n g  U n i t  d i d  v o u  f i n d  t h e  r e c e p t i o n  s t a f f : -  
( P l e a s e  t i c k  a s  many  a s  you.  w i s h )
a > r u s h e d d ) f r i e n d !
b ) i n c o n s i d e r a t e helpful
c u r t
— i
r e a s s u r i n g
( P l e a s e  t i c k  o n e  a n s w e r  f o r  e a c h  o f  t h e  f o l l o w i n g )
D i d  y o u  f e e l  n e r v o u s  a t  a l l  a b o u t  h a v i n g  t h e  x - r a y  t a k e n
a)  v e r v  n e r v o u s c )  a l i t t l e  n e r v o u s
b ) q u i t e  n e r v o u s d ) n o t  n e r v o u s
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D i d  y o u  f e e l  e m b a r r a s s e d "  a t  a l l  a b o u t  h a v i n g  t h e  -  r e v  t a k e n ?
a)  v e r y  e m b a r r a s s e d  | _ _ ]  c , a l i t t l e  e m b a r r a s s e d  [ " ]
b)  q u i t e  e m b a r r a s s e d  [ _ ]  d* n o t  e m b a r r a s s e d  [ ~ ]
D i d  vou f i n d  h a v i n g  t h e  x - r a y  u n c o m f o r t a b l e  a t  a l l ?
v e r y  u n c o m f o r t a b l e  [ _ ]  a  a l i t t l e  u n c o m f o r t a b l e  [ %]
b q u i t e  u m c o m t o r t a b l e  [ _ ]  d ) n o t  u n c o m f o r t a b l e  [  ]
D i d  v o u  f i n d  h a v i n g  t h e  x - r a y  p a i n f u l  a t  a l l ?
a )  v e r y  p a i n f u l  [ _ ]  c )  a l i t t l e  p a i n f u l  [ ~ ]
b)  q u i t e  p a i n f u l  [ _ ]  d ; n o t  p a i n f u l
Was t h e  l e v e l  o f  p a i n  o r  d i s c o m f o r t  w h a t  y o u  e x p e c t e d  b e f o r e  y o u  c a m e  t o  
t h e  u n i t ?
a )  w o r s e  t h a n  I e x p e c t e d  [ _ ]  c ) n o t  a s  b a d  a s  I e x p e c t e d  [  j
b )  s a me  a s  I e x p e c t e d  [ _ ]  d )  d i d n ' t  know w h a t  t o  e x p e c t
When t h e  x - r a y  w a s  t a k e n  d i d  t h e  r a d i o g r a p h e r  t e l l  y o u  i t  m i g h t  b e  
u n c o m f o r t a b l e ?
ï' 55  [ J  Wo [ _ ]  N o t  s u r e  [ _ ]
D i d  s h e  t e l l  v o u  why t h e  b r e a s t  h a s  t o  b e  c o m p r e s s e d ?
ŸeE [ J  No N o t  s u r e  [ _ ]
Were  y o u  t o l d  how l o n g  i t  w o u l d  t a k e  t o  g e t  y o u r  r e s u l t ?
Yes  [ _ J No [ _ ]  N o t  s u r e  [ _ ]
What  d i d  y o u  t h i n k  o f  t h e  p e r s o n  who t o o k  t h e  x - r a v ?
( T i c k  a s  manv a s  y o u  w i s h )
a )  r u s h e d  [ _ ]  d ) f r i e n d l y  ;
b)  i n c o n s i d e r a t e  [ _ ]  e )  h e l p f u l  [ ” ]
c ‘ c u r t  f ) r e a s s u r i n g
13
1 1 . Were you g i v e n  the o p p o r t u n i t y  to ask q u e s t i o n s  i t  .ou nao any
No [ _ j  Don t know j _ ]
We r e  v o u  G i v e n  a l l  t h e  i n f o r m a t i o n  y o u  n e e d e d  a b o u t  t h e  s c r - e e n m o  
process":'
? e =  |___ | No j__]  Den t  know
1 3 .  W i l l  v o u  c o m e  b a c k  f o r  s c r e e n i n g  when v o u  a r e  i n v i t e d  a g a i n  i n  
3 y e a r s  t i m e ?  ( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r
a) definitely yes
b .* u n s u r e
c ) d e f i n i t e l y  n o t
I f  n o t  p l e a s e  s p e c i f y  w h y : -   ...............................................................................
r ]
U
□
14. Will y o u  e n c o u r a g e  y o u r  f r i e n d s  t o  a t t e n d  f o r  s r e e n i n g ?  
( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
a)  Y e s  [ _ ]
b)  No [ I ]
P l e a s e  s p e c i f y  w h y ; -  ....................................... ........................................................
1 5 .  Do y o u  h a v e  a n y  g e n e r a l  c o m m e n t s ,  g o o d  o r  b a d  a b o u t  v o u r  e x p e r i e n c e  
o f  s c r e e n i n g ?
THANK YOU
' . P l e a s e  p u t  t h i s  q u e s t i o n n a i r e  i n  t h e  e n v e l o p e  p r o v i d e d  a n d  r e t u r n  i t
t o  u s  a s  s o o n  a s  p o s s i b l e . )
APPENDIX 6
NORTHUMBERLAND HEALTH AUTHORITY 
BREAST SCREENING QUESTIONNAIRE
, Ne  a r e  c e r r v i n q  o u t  a s u r v e v  t o  f i n d  o u t  e o mEn  e v i e w s  on b r e a s t  s o r e e n i n q  
We w i l l  u s e  t h i s  i n f o r m a t i o n  t o  h e l p  u s  i m p r o v e  t h e  s e r v i c e  b v  u n d e r  s t a n d  1 n 
What  women t h i n k .
You w e r e  r e c e n t l y  g i v e n  an a p p o i n t m e n t  t o  a t t e n d  f o r  B r e a s t  S c r e e n i n g  w h i c
y o u  d i d  n o t  k e e p .  We a r e  i n t e r e s t e d  i n  f i n d i n g  o u t  t h e  r e a s o n s  whv wome
c h o o s e  n o t  t o  a t t e n d  f o r  s c r e e n i n g .
No a t t e m p t  w i l l  b e  ma d e  t b  p e r s u a d e  y o u  t o " a t t e n d  f o r  s c r e e n i n g *  we a r e  o n l  
i n t e r e s t e d  i n  f i n d i n g  o u t  why  y o u  c h o s e  n o t  t o  c o m e .
We s h o u l d  b e  m o s t  g r a t e f u l  i f  v o u  w o u l d  h e l p  u s  by  f i l l i n g  i n  t h i :
q u e s t i o n n a i r e  a n d  s e n d  i t  b a c k  t o  u s  i n  t h e  s t a m p e d  a d d r e s s e d  e n v e l o p ;  
p r o v i d e d .
Anv i n f o r m a t i o n  g i v e n  w i l l  b e , - t r e a t e d  a s  s t r i c t l y  CONFI DENTIAL a n d  Vbui  
q u e s t i o n n a i r e  w i l l  b e  a n o n y m o u s .  Yo ur  q u e s t i o n n a i r e  w i l l  b e  u s e d  a l o n g  w i t !  
o t h e r s  t o  h e l p  u s  p r o v i d e  t h e  s o r t  o f  s e r v i c e  t h a t  women i n  M o r t h i i m b é r I a m  
w a n t .
Me ne e d  as  manv women as  p o s s i b l e  t o  h e l p  u s .  s o  your  q u e s t i o n n a i r e  doe;
ô o b h t ..
I f  h o w e v e r  a t  a n v  t i m e  y o u  d o  n o t  w i s h  t b  h e l p ,  y o u  a r e  o f  c o u r s e  f r e e  tc
d e c l i n e .  ■
P l e a s e  s i g n  b e l o w .
1 d o / d o  n o t  c o n s e n t  t o  t a k e  p a r t  i n  t h i s  s u r v e y .
Name  .............................. .......................................... .................................
S i o n a t u r e   ........................................ ..
D a t e   ................................................................... ...
I F  YOU HAVE AGREED TO HELP US PLEASE FI LL IN THE QUESTIONNAIRE AS SOON AS 
POS SI BLE AND RETURN IT TO US IN THE ENVELOPE PROVI DED.
I f  v o u  d o  n o t  w i s h  t o  h e l p  p l e a s e  s i g n  t h e  c o n s e n t  f o r m  i n d i c a t i n g  y o u  d o  n o t  
w i s h  . t o  t a k e  p a r t  and r e t u r n  t h e  b l a n k  q u e s t i o n n a i r e .
THANK YOU 
(PTu)
t i E f i i L t t i  â O î H O R ’n y
I .  w h e n  y o u  g o t  v o u r  i n v i t a t i o n  f o r  B r e a s t  S c f e e n i n f .  Ü h a t  was  v o u r  - f i r  = t  
r e s e t i o n ?
( T i c k  a s  many a s  a p p l y . 1
P l e a s e d  [  ]  S u r p r i s e d  f _ ]  A n x i o u s  [ ' ]
U p s e t  [ _ ]  Why me? [ ~ ]  B. idn t  b o t h e r  s e  [ ] j
- •  When y o u  g o t  y o u r  i n v i t a t i o n  w e r e  y o u :  -
( F l e a s e  t i c k  o n e  b o x }
: • a )  S u r e  t h a t  v o u  w o u l d  h o t  a t t e n d  [*
b )  N o t  s u r e  a t  f i r s t  b u t  d e c i d e d  n o t  t o  c o me  ■ [ '
3.. Wh a t  - di d  v o u  t h i n k  t o  t h e  l e a f l e t  s e n t  w i t h  y o u r  i n v i t a t i o n ?
. ( T i c k  a s  many a s  y o u  w i s h )
a ) T o o  l o n g 1 : 1
b) D i d n ' t  r e a d  i t
. Ll
c ) N o t  e n o u g h  i n f o r m a t i o n
i—
i 
i 
ï
d ) W o r r y i n g C ]
e ) I n f o r m a t i v e
i—
i 
■i 
i 
U—J
■f ) W e l l  p r e s e n t e d L"J
g) R e a s s u r i n g i—i 
i 
i 
i—
j
h) C a n ' t  r e me m b e r i—i 
i 
i 
i_
_
j
Ws a r e  i n t e r e s t e d  i n  how women d e c i d e  w h e t h e r  o r  n o t  t o  c o m e  t o
s c r e e n i n g .  Who h e l p e d  y o u  t o  d e c i d e  t h a t  v o u  w o u l d  n o t  a t t e n d  f o r  
s c r e e n i n g ?  . . .
’. P l e a s e  t i c k  a l l  b o x e s  t h a t  a p p l y )
a ) M y s e l f c : i
b) My h u s b a n d / p a r t n e r O
: j My d a u g h t e r ( s ) / s o n 'e) r:j
i) O t h e r -  f a m i l y  m e m b e r s i—i 
i 
i
i 1 F r i e n d s  . . . .  • . /  • .' •"
f }
;« . f a m i l y  D o c t o r ■ (BP) ' l: j
). .O t h e r (s ) P l e a s e  s p e c i f y o
/ •  / • •
J (  '
B e l o w ,  we h a v e  a Ii .E' t  o f  t h i n q e  w h i c h  o t h e r  women h a v e  s a i d  w 
i m p o r t a n t  when t h e v  w e r e  t h i n k i n g  ( d e c i d i n g )  w h e t n e r  or  n o t  t  
s c r e e n i n g .
P l e a s e  l o o k  a t  e a c h  o n e  a n d  c i r c l e  how i m p o r t a n t  t h i s  was  i n  
t h i n k i n g  a b o u t  w h e t h e r  o r  n o t  t o  c o m e .
N o t  a t  a l l  F a i r l y  I m p o r t a n t
I mo o r  t a r i t  I mo o r  t a n t
. " • 1 2 3
a )  E m b a r r a s s m e n t  a b o u t  1 2 . 3
b e i n g  s c r e e n e d
b )  ' U n c e r t a i n t y  a b o u t
w h a t  t h e  t e s t  1 2  3
i n v o l v e s
c )  F e a r  o f  t h e  r e s u l t  1 2 3
6 )  N o t  h a v i n g  t i m e  t o
c o me  f o r  t h e  - t e s t  1 2  3
ei" F e a r  o f  t h e  t e s t
i s e l f  1 2 3
f ) I n c o n v e n i e n t
a p p o i n t m e n t  t i m e  1 2 3
g } How f a r  y o u  ha d
t o  t r a v e l  1 2 3
h ) . Wo r r y  a b o u t  w h a t  t o  r--
e x p e c t ■ 1 2  3
i )  Vou h a v e  n o t i c e d
c h a n g e s / p r o b l e m s  w i t h
y o u r  b r e a s t s  1 2 3.
j ) You t h i n k  s c r e e n i n g
i s  a g o o d  t h i n g  ( i t  i s  . 
i m p o r t a n t  t o  b e
s c r e e n e d j  1 . 2  3
k ) .  K n o w i n g  s o m e o n e  w i t h '
■ b r e a s t  c a n c e r  1 2  3
1 )  . O t h e r  p e o p l e  w a n t e d  • ■. ; *
Vou  t o  c o m e  ' 1 ' 2  3
d go" f o r  
v o u r
Very
Important
4
4
4
4
4
4
4
4
4
4
4
a
2
w h i c h  w o u l d  y du e s. v w e r e  the m o s t  i m p o r t a n t  t h i n s s  a f f e c t i n g  vour 
d e c i s i o n  a b out w h e t h e r  or n o t  to oo to s c r e e n 1 n o?
H o s t  i m o o r t a n t
S e c o n d  m o s t  i m p o r t a n t
t h i r d  m o s t  i m p o r t a n t
N e x t  j u s t  a f e w  q u e s t i o n s  a b o u t  v o u r s e l f
What  i s  y o u r  a g e ?
8 ;  A r e  v o u  ( T i c k  o n e  Box > S i n g l e
M a r r i e d
L i v i n g  w i t h  
a p a r t n e r
S e p a r a t e d / B i  v o r c e d  
Wi d ô w e d
c: t  
n
[ ; a  
l : ]
f  y o u  a r e / w e r e  m a r r i e d  w h a t  i s / w a s  v o u r  h u s b a n d ' s  j o b ?
Do v o u  h a v e  a n y  o t h e r  c o m m e n t  t o  ma ke  a b o u t  b e i n o  i n v i t e d  f o r  s c r e e n i n g ?
3
i ea l t h B e l i e f s
How w o u l d  v o u  d e s c r i b e  y o u r  h e a l t h ?  
t P l e a s e  c i r c l e  a p p r o p r i a t e  a n s w e r )
V e r v  Good Good r’o o r
H a v e  y o u ;  ( P l e a s e  t i c k  a l l  a p p r o p r i a t e  b o x e s )
a )  Had r e g u l a r  e v e  c h e c k - u o s  ( i e  o n e  e v e r y  2 - 3  ' - e a r s )
s
b ) Had r e g u l a r  d e n t a l  c h e c k - u o s
o ) B e e n  t o  t h e  d e n t i s t  i n  t h e  p a s t  y e a r
d)  Had a c h e s t  x - r a y
e / E v e r  b e e n  f o r  a _ c e r  v i c a l  s c r e e n i n g  t e s t  ( Bmea"-1"
• f )  B e e n  f o r  a c e r v i c a l  s c r e e n i n g  t e s t  i n  t h e  l a s t  3 ve -
' c : :
c : :
c ::
c
[ j
PLEASE TURN TO THE NEXT PAGE FOR QUESTION 3
4
1  •
The t cs l  i o t -nBG a r e  s t a t e m e n t s  a b o u t  p e o p l e s  . h e a l i n .  How s t r o n o i v  o o  y o i  
a q r e e  o r  d i s a g r e e  w i t h  e a c h  o n e ?
( P l e a s e  c i r c l e  o n e  a n s w e r  f o r  e a c h  s t a t e m e n t
I t  I t a k e  c a r e  o t  m y s e l f  I c a n  a v o i d  i l l n e s s
S t r o n g l y
d i s a g r e e
6 5  4 3
S t r o n g ! y 
a g r e e
b )  W h e n e v e r  I o e t  s i c k  i t  i s  b e c a u s e  o f  s o m e t h i n g  i v e  d o n e  o r  n o t  d o n e .
S t r o n g l y
d i s a g r e e
S t r o n g  I y 
a g r e e
i
c )  Go od  h e a l t h  i s  l a r g e l y  à m a t t e r  o f  g o o d  f o r t u n e .
S t r o n g l y  S t r o n g  I. y
d i s a g r e e  _ a g r e e
I 2  3  4 o - 6
S t r o n g l y
d)  No m a t t e r  w h a t  I d o ,  i f  I am g o i n g  t o  g e t  s i c k  I w i l l  g e t  s i c k .
S t r o n g l y  
d i s a g r e e
1 2 3 4 5 6
e ) H o s t  p e o p l e  d o  n o t  r e a l i z e  t h e  e x t e n t  t o  w h i c h  t h e i r  i l l n e s s e s  a r e  
c o n t r o l l e d  by  a c c i d e n t a l  h a p p e n i n g s ;
S t r o n g l y  s t r o n g l y
d i s a g r e e  a g r e e
1 2 3 4 5 6
f j  • I c a n  o n l y  d o  w h a t  my d o c t o r  t e l l s "  me t b  do*
S t r o n g l y  s t r o n g  1 y
o i s a o r e e  ' s - g x e a
Î 2 " 3 . 4 5 a
g > • T h e r e  a r e  s o  ma ny  s t r a n g e  d i s e a s e s  a r o u n d  t h a t  y o u  c a n  n e v e r  k n o w  how or
w h e n  y o u  m i g h t  p i c k  o n e  u p .
S t r o n g l y  S t r o n g l y
. d i s a g r e e  v • s q r e e
Î 2 3 4-- 5. o
h )  " : When I f e e l  i l l ,  .1 k n o w I t  i . s  b e c a u s e - 1  h a v e  "not  ' b e e n  g e t t i n g "  t h e  p r o p e r  
e x e r c i s e " o r . e a t i n g  r i g h t ;
s t r o n g l y  ’ s t r o n g l y
d i s a g r e e a g r e e
i
5
4 ( C o n t i n u e d ;
The f o l l o w i n g  a r e  s t a t e m e n t s  a b o u t  p e o p l e s  h e a l t h . How s t r o n g l y  d o  v o u
a g r e e  o r  d i s a g r e e  w i t h  e a c h  o n e ?
( P l e a s e  c i r c l e  o n e  a n s w e r  f o r  e a c h  s t a t e m e n t )
i )  P e o p l e  who n e v e r  g e t  s i c k  a r e  j u s t  p l a i n  l u c k y -
S t r o n g  1 y 
d i s a g r e e
Ï 2 3 4 5
P e o p l e ' s  i l l  h e a l t h  r e s u l t s  f r o m  t h e i r  own c a r e l e s s n e s s .
S t r o n g l y
d i s a g r e e
6  5 4 - 3  2
I am d i r e c t l y  r e s p o n s i b l e  f o r  my h e a l t h .
S t r o n g l y  - 
d i s a g r e e
6 5 4 3' ‘ 2
S t r o n g ! y 
a g r e e
S t r o n g ! y 
a g r e e  
i
S t r o n g l y  
• a g r e e  
!
•fV - ... . .
Me l  i e f s  a b o u t  s c r e e n i ng
2 .  Th e  f o l l o w i n g  s t a t e m e n t s  H a v e  b e e n  ma de  a b o u t ' b r e a s t  p r o b l e m s .
Do y o u  a g r e e / d i s a g r e e ?  ( P l e a s e  c i r l c s  o n e  a n s w e r  f o r  e a c h  s t a t e m e n t ;
•Ü
a i  M r e a s t  s c r e e n i n g  m e a n s  t a k i n g  a s p e c i a l  x - r a y  o f  b r e a s t s  t o '  f i n d  
s m a l l  c a n c e r s  b e f o r e  t h e y  c a u s e  t r o u b l e .
A g r e e  D o n ' t  know D i s a g r e e
b ) A l u m p  i n  t h e  b r e a s t  u s u a l l y  m e a n s  c a n c e r . ■
A g r e e  D o n ' t  k n o w D i s a g r e e
c )  R e g u l a r  B r e a s t  S e l f  E x a m i n a t i o n  c a n  f i n d  l u m p s  a t  an e a r l y  s t a g e .  
A g r e e  D o n ' t  Know D i s a g r e e
d ) T r e a t m e n t  f o r  e a r l y  b r e a s t ' c a n c e r  c a n  b e  e f f e c t i v e .
A g r e e  D o n ' t  kn o w D i s a g r e e
e > One  woman i n  1 2  i n  t h e .  UK w r i t  d e y e l o p  b r e a s t  c a n c e r .
A g r e e  • D o n ' t  k now ’ D i s a g r e e
f )  T h e  x - r a y  t a k e n  d u r i n g  s c r e e n i n g  i s  d a n g e r o u s .
■a K'.'rr-
H ETE s r s  5 1 i  E t  o t  f a c t o r s  edïtie women t h i n k  m i o h t  b e i n v o l v e d  i n  b r e a s t  
c a n c e r .  •
To w h a t  e x t e n t  d o  v o u  t h i n k  e a c h  o f  t h e  f o l l o v i i n c  i s  a f a c t o r  i  n c a u s i n g  
b r e a s t  c a n c e r ?
f p i e a s e  c i r c l e  o n e  a n s w e r  f o r  e a c h  i t e m )
a )  s m o k i n g
b ) t a k i n g  t h e  p i l l  o r  
h a v i n g  t a k e n  i t
c ) s t a r t i n g  p e r i o d  
^ e a r i v  (< 1 3  y e a r s )
d ) f i n i s h i n g  p e r i o d  
l a t e  (> 6 0  y e a r s )
e > h i s t o r y  o f  b r e a s t  
c a n c e r  i n  c l o s e  
t a r a i I v  m e m b e r s
V e r v  
Ii kely
L i k e l y Don t  
know
U n l i k e l y Very - 
u n i i k e l y
f ) h a v i n g  b r e a s t  f e d  
y o u r  c h i l d r e n
g ) s e r i o u s  k n o c k / b l o w  
t o  b r e a s t s
h ) p r o m i s c u i t y
i )  n u c l e a r  w a s t e
j ) f o o d  a d d i t i v e s ’ 
k ) s t r e s s  
1 )  f e r t i l i z e r s  
m) b e i n g  o v e r  5 0  y r s
h)  h a v i n o  h a d  c h i l d r e n
p)  b e i n g  > 3 0  y e a r s  a t  t h e  
t i m e  o f  1 s t  f u l l  t e r m  
p r e g n a n c y
q ) h a v  i  n g. h ad  . . o t h e  r  
b r e a s t '  d i  's e  a  s.e s .
i .  How much do  y o u  t h i n k  t h e  a v e r  a c e  woman o f  v o u r  s e e  i =  a t  r i s k  o t  
o e t  t i  no  b r e a s t  c a n c e r ?  i P I  e a s e  c i r l e  a p p r o p r i a t e  a n s w e r )
V e r v  o r  e a t  C o n s i d e r a b l e -  borne b l i c n t  N o t  a t
P i s k  R i s k  R i s k
Do v d û  know a n y o n e  w h o  h a s  h a d  B r e a s t  L a n c e r ?  
( P l e a s e  t i c k  a o o r o p r i a t e  b o x e s )
R i s k
u t  h e r
„ P l e a s e  s p e c i f y  who
b )  No [ _ ]  '
How muc h  do y o u  t h i n k  y o u  a r e  a t  r i s k  o f  g e t t i n g  b r e a s t  c a n c e r  =' 
( P l e a s e  c i r c l e  a p p r o p r i a t e  a n s w e r )
V e r y  G r e a t  C o n s i d e r a b l e  S o me  S l i g h t  Not -  a t
R i s k  R i s k  R i s k  R i s k  R i s k
I f  y o u  h a d  n o t  b e e n  i n v i t e d  t o  c o m e  t o r  s c r e e n i n g  w o u l d  y o u  h a v e  
t h o u g h t  o f  r e f e r r i n g  y o u r s e l f ?  ( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
f e s f__3 No [ _ ]  D o n ' t  k no w L_]
PLEASE TURN TO THE NEXT. PAGE
;
[ J  P l e a s e  s p e c i f y  wh o  —
( T i c k  a l l  w h i c h  a p p l y )  F a m i l y  member  J
F r i e n d  L_™l
n
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S c r e e n i n g
1 ,  B e f o r e  v o u  g o t  y a u r  l e t t e r  i n v i t i n g  y a u  t o  c o me  t e r  s c r e e n i n g  h o w .  i t  a t  
e l l .  ha d  y o u  h e a r d  a b o u t  t h e  b r e a s t  s c r e e n ! r g  p r o c r a m m e Y  
( P l e a s e  t i c k  a i l  t h a t  a p p l y )
a ) I h a d n ' t  h e a r d  a b o u t  i t  a t  a i l L_
b ) I h a d  r e a d  a b o u t  i t  i n  t h e  n e w s p a p e r r:
c > I h a d  s e e n  s' p r o g r a m m e  on TV i:
d ) I h a d  h e a r d  a b o u t  i t  o n .  t h e  r-adi  o . c:
■’€ ) I h a d  s e e n  t h e  s c r e e n i n g  u n i t c:
f  ) A f r i e n d / r e l a t i v e  h a d  t o l d  me a b o u t  i t ■ c:
Q > I h a d  b e e n  t o  a 11 t a l k "  a b o u t  i t c:
h ) I n f o r m a t i o n  f r o m  my d o c t o r ' s  s u r g e r y  L
O t h e r s ,  p l e a s e  s p e c i f y  .................................................................................... ............................................. .
I f  y o u  f o u n d  a l ump i n  y o u r  b r e a s t  w h i c h  o f  t h e  f o l l o w i n g  m i g h t  y o u  d o /  
( P l e a s e  t i c k  a p p r o p r i a t e  b o x e s )
a) Bo t o  y o u r  d o c t o r  i m m e d i a t e l y n
b) Wa i t  a nd  s e e a
: } D i s c u s s  i t  w i t h  a f r i e n d
i—
i 
•i 
i
1__
i
d; . I g n o r e  i t  ( f o r  a w h i l e ) a
What  do  y o u  t h i n k  t h e .  p o i n t  o f  b r e a s t  s c r e e n i n g  i = /  
( P l e a s e  t i c k  a p p r o p r i a t e  b o x )
a )  I t  c u r e s  b r e a s t  c a n c e r
b)  I t  p r e v e n t s  women g e t t i n g  b r e a s t  c a n c e r
9
Do.  y o u  k n o w a n y o n e  who  h a s  h a d  t h e  b r e a s t  s c r e e n i n g  t e s t ?  
( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
No n
[VI
i I f  Mb -  g o  t o  q u e s t i o n  5?
I f  Ye s  w h o ?  ..................... .................................................
I f  y o u  do  know s o m e o n e  who  h a s  b e e n  s c r e e n e d
a)  Wha t  . d i d  t h e y  s a y  a b o u t  t h e i r  e x p e r i e n c e  o f  s c r e e n i n g '
fa) D i d  t h e y  s a y  t h e  t e s t  i n v o l v e d : -  
( P l e a s e  c i r c l e  a p p r o p r i a t e  a n s w e r )
i )  A n x i e t y  
i  i ) E m b a r a s s m e n t  
i  1 i ) D i s c o m f o r t  
i  v ) P a i  n
N o n e  A l i t t l e  Q u i t e  a B i t  D o n ' t  k n o t
Do y o u  t h i n k  y o u r  f e m a l e  f r i e n d s  w o u l d  g o  f o r  B r e a s t  S c r e e n i n g ?  
( p l e a s e  t i c k  a p p r o p r i a t e  a n s w e r }
VeE D  . . . .
No U  .
o ’D o n ' t  k now
6 .  I f  a p p r o p r i a t e : -  I f  y o u r ,  d a u g h t e r ( s )  w e r e  o f f e r e d  B r e a s t  S c r e e n i n g  
( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
a )  d o  y o u  t h i n k  s h e / t h e y  w o u l d  g o ?
b ) d o  y o u  t h i n k  s h e / t h e y  s h o u l d  g o '
O
a
No
No
L I -
O
t
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R e s u l t e
What  d b e  = i t  me a n  i t  s o m e o n e  i  e r e c a l l e d  t o  b e  s c r e e n e d  s n a i n  a f t e r  t h e i  
• f i r s t  s c r e e n i n g  a p p o i n t m e n t ?
( P l e a s e  t i c k  a l l  a p p r o p r i a t e  a n s w e r s )
a)  c a n c e r  h a s  b e e n  f o u n d
bj  t h e r e  i s  s o m e t h i n g  w r o n g  b u t  f u r t h e r  t e s t ' s  n e e d  t o  b e  d o n e  
t o  s a y  w h a t  i t  i s
c )  t h e r e  i s  "a t e c h n i c a l  p r o b l e m  w i t h  t h e  f i r s t  x - r a y  a n d  
‘ a n o t h e r  x - r a y  n e e d s  t o  b e  t a k e n
j n o t h i n g  h a s  b e e n  f o u n d
e ) d o n ' t  kno w
t :
t :
c:
c;
e:
I f  a woman h a s  c a n c e r ,  i s  i t  l i k e l y  t o  b e  f o u n d  by  t h e  t e s t s ?  
( P l e a s e  t i c k  o n e  b o x )
a )  y e s ,  a l m o s t  a l w a y s
b 5 u s u a l l y
c ) n o t  o f t e n
d ) d o n ' t  know
e:
e:
3 .  I t  i s  n o t  p o s s i b l e  t o . h a v e  t h e  t e s t  r e s u l t  s t r a i g h t  a w a y  b u t
h o w  l o n g  d o  y o u  e x p e c t  i t  t o  t a k e  b e f o r e  a woman g e t s  h e r ; r e s u l t  
( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
a )  o n e  w e e k
b } t w o  w e e k s
c l  o n e  m o n t h
d 1
e ) d o n ' t  know
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S c r e e n i n g  • •
r
1 .  How i m p o r t a n t  do  v o u  t h i n k  p r a c t i c a l  d i f f i c u l t i e s  a r e - i n  i n f l u e n c i n g  
wo me n s  d e c i s i o n s  t o  a t t e n d  f o r  s c r e e n i n g ?
( P l e a s e  c i r c l e  o n e  a n s w e r
V e r v  I m p o r t a n t  Q u i t e  S l i q h t l v  N o t  I m p o r t a n t
I m p o r t a n t  I m p o r t a n t  I m p o r t a n t  At  A l l
W ill y o u  go for s c r e e n i n g  wh e n  vou a r e  i n v i t e d  a g a i n  in 
3 y e a r s  t i m e ?  CPI ease t i c k  a p p r o p r i a t e  a n s w e r )
ai d e f i n i t e l y  yes L. 3
b> u n s u r e  e; L. 1
c ) d e f i n i t e l y  not L_.J
If n o t  p l e a s e  s o e c i f v  w h v : -  . . . . . . . . . . . . .      »
«
W o u l d  a n y t h i n g  m a k e  you m o r e  l i k e l y  to* a t t e n d
No ; . ! . * □
v '" ■ ‘ n
If Y e s  p l e a s e  s p e c i f y  w h a t :  ... . ..  . . . . . .  . ......
 .....  — .....  - " r  ....... .........
4 .  W i l l  y o u  e n c o u r a g e  y o u r  f r i e n d s  t o  a t t e n d  f o r  s r e e n i n g ?  
( P l e a s e  t i c k  a p p r o p r i a t e  a n s w e r )
5! Ye= L ]
' •  " b) - '  No L I
P l e a s e  s p e c i f y  w h v : -   ............... ................................................ ...
•THANK YOU
( P l e a s e  p u t  t h i s  q u e s t i o n n a i r e  i n  t h e  e n v e l o p e  p r o v i d e d  a n d  r e t u r n ~ i * t ‘
t o ' u s  a s  s o o n  a s  p o s s i b l e . )
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APPENDIX 7
Socio-Economic Status Classification: Townsend and Davidson (1982}
I. Professional (for example accountant, doctor, lawyer)
II. Intermediate (for example manager, nurse, schoolteacher)
TTTNT- Skilled non-manual (for example clerical worker, secretary, shop assistant)
)
TTTM- Skilled manual (for example bus driver, butcher, carpenter, coal face worker)
IV. Partly skilled (for example agricultural worker, bus conductor, postman)
V. Unskilled (for example cleaner, dock worker, labourer)
APPENDIX 9
Factors Influencing Attendance
Reassurance 1
Treatment 2
Early Detection 3
Ease 4
Practicalities 5
Concern about 6
health/others
Concern for health 
and health matters
Fear 7
Advocates 8
Prevention/
Prevention services
Reassurance you are well 
Knowing the remit 
Peace of mind
Reassurance from professionals
Treatment if not well 
Breast cancer is treatable
Early diagnosis and detection 
Precaution
Service is available/make use of service 
Free
Painless and quick 
Local
Appointment made for you — invitation 
Having transport to get there 
No longer eligible for QE service 
Take time off work to go 
Timing
Cares about health
For sake of husband/family
Doctor suggested/supported her going
Media persuasion
The future is important
Sensible
Knowing you’re cared about
Fear of cancer/the test/the result 
Previous breast disease/cancer 
Know others with breast disease/cancer 
Prevent death/disease spreading uncertainty
Supports the service 
Service is important 
Advocates prevention
Time and effect by NHS should be supported 
Everyone should go 
Encourage others to go 
Increase awareness
Regular breast screening is important/good thing 
Opportunity can’t afford to be missed 
Sensible health check
Others -  risk 9
and discomfort
Age
High incidence of breast cancer 
On H.R.T
Knows she’s at risk
Appearance
Embarrassment
(
APPENDIX 10
People know with breast cancer or who had attended breast screening
Don’t know anyone (No)
Self
Mother
Sister
Daughter
Other female relative 
Friend/neighbour 
Colleague 
Other - general
APPENDIX 11
flnmments heard from others about breast screening
Positive comments - general
Negative comments - general
Embarrassing
Uncomfortable
Painful
Anxiety provoking
APPENDIX 12 
Comments passed on to other attenders after screening
1.
2.
3.
4.
5.
r
Not nervous
Embarrassing
Uncomfortable
Painful
Anxious
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